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N THIS article the involvement of certain organs 
will be discussed. 


Hitar Nopes Anp MEDIASTINAL TUMOR 


Hodgkin’s Paragranuloma 


As has already been noted, involvement of the 
mediastinal lymph nodes occasionally occurs in 
Hodgkin’s paragranuloma, and from the limited 
series of cases that have been under our observation, 
such involvement does not appear to alter the prog- 
nosis. Massive mediastinal tumors do not occur. 
Hodgkin’s Granuloma 

It is a frequent event in Hodgkin’s granuloma to 
find enlargement of the hilar nodes or the develop- 
ment of a large mediastinal tumor (Figs. 1 and 2). 
Peirce,! not all of whose cases were subjected to 
biopsy or autopsy, found in an exhaustive study of 
198 cases that 38 per cent had either intrathoracic 
tumor or adenopathy, and he wisely noted that the 
roentgenographic evidence of such lesions was far 
greater than the clinical signs or symptoms of 
intrathoracic abnormality indicated. 

Of 174 cases that were carefully followed at the 
Pondville Hospital or the Collis P. Huntington 
Memorial Hospital, 90 (52 per cent) had enlarge- 
ment of either the hilar or mediastinal nodes, and 
in 26 of these the mass was sufficiently large to be 
dignified by the adjective “massive,” for it involved, 
at one time or another, well over half the diameter 
of the chest. In general, involvement of these nodes 
may be found at any time of life, although there is a 
tendency for the more massive tumors to develop 
in patients under thirty years of age. 

Implication of the mediastinal and hilar nodes, 
although usually an early accompaniment of Hodg- 
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kin’s granuloma, may occur at any time during the 
course of the disease. In 36 per cent of 90 cases in 
the present series with mediastinal involvement, it 
was found simultaneously with the apparent onset 
of the condition; in another 38 per cent, it appeared 
within less than a year; and in but 13 per cent had 
the fundamental disorder been outwardly manifest 
for over three years before the development of the 
mediastinal tumor. Such facts indicate clearly the 
necessity for roentgen-ray study of the chest when 
the patient is first seen, even though there are no 
symptoms or signs even remotely suggesting such 
lesions. 

It is noteworthy that in but 1 case was there evi- 
dence during life of an intrathoracic mass without 
coincident or antecedent peripheral lymphadenop- 
athy. This fact should be of considerable value in 
the differential diagnosis of mediastinal Hodgkin’s 
granuloma from aneurysm of the aorta and from 
benign tumors amenable to surgical removal, and 
indicates the wisdom of searching with meticulous 
care for enlarged lymph nodes, especially in the 
neck and axillas, in the presence of mediastinal 
tumor. 

In the case of a forty-three-year-old man who died 
of lobar pneumonia, autopsy showed involvement 
of the para-aortic and peribronchial lymph nodes 
without the slightest evidence of Hodgkin’s granu- 
loma elsewhere. The diseased nodes were markedly 
sclerotic and showed evidence of spontaneous heal- 
ing. This case indicates the possibility of primary 
involvement of the mediastinum, and we have pre- 
viously pointed out in the discussion of the patho- 
logical aspects of the disease that primary medias- 
tinal involvement appeared in 9 of the autopsied 
cases. 

The symptoms or signs that may properly be 
attributed to involvement of the mediastinum are 
summarized in Table 1. It will be seen that dyspnea, 
occasionally extreme, and cough, often harassing 
and persistent, were the most frequent symptoms. 
Pleural effusion, clubbing of the fingers and cyanosis 
were the most frequent signs, but it was not always 
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clear whether the mediastinal involvement was 
solely responsible, for in a considerable number of 
cases there was coincident involvement of the 
parenchyma of the lung; furthermore, some of the 


Taste 1. Symptoms Referable to Enlarged Mediastinal Nodes 
in Ninety Cases of Hodgkin’s Granuloma. 


Symptom No. or 
Cases 
Enlarged superficial veins ......... 4 


symptoms listed may well have been due to con- 
comitant pathologic lesions not necessarily located 
within the chest. We are forced to the conclusion 
that x-ray examination of the chest is not only wise 
but necessary. 

It is especially noteworthy that pleurisy with 
effusion frequently accompanies mediastinal in- 
volvement. In such cases the attendant physician 
should not only remove the fluid but should sub- 
sequently search carefully for evidence of hilar or 
mediastinal nodes so that appropriate x-ray therapy 
may be instituted if necessary. 

In certain cases, the mass can be outlined by per- 
cussion anteriorly or gives rise to D’Espine’s sign 
posteriorly, but it is often difficult to detect even 
a large mediastinal tumor by physical signs alone. 
It is, furthermore, necessary to remember that early 
involvement of the hilar or mediastinal lymph nodes 
may be completely masked, in the frontal plane, 
by the normal shadow of the heart and great ves- 
sels. Lateral or oblique views capable of visualizing 
the anterior and posterior mediastinal spaces should 
therefore always be taken. Early there is only an 
increase in the hilar shadows. Later there is ob- 
literation of the normal outlines of the supracardiac 
shadow or a blocking out of the normally aerated 
substernal or retrocardiac space. As the process 
extends still farther, there appears a homogeneous, 
dense shadow, usually bilateral, with outlines that 
as a rule are sharply demarcated from the surround- 
ing lung parenchyma, although there may be direct 
involvement of the lung parenchyma as well, and 
although in certain cases atelectasis of part of a lobe 
— particularly the lower — is brought about. 

In some cases, the contour of the tumor is that of 
a truncated cone; in others, the mass is irregularly 
lobulated, and more rarely semicircular shadows 
project from the hilar region. On the basis of the 
x-ray findings alone, it is often impossible to differen- 
tiate mediastinal Hodgkin’s granuloma, bronchio- 
genic carcinoma and aneurysm of the aorta, and 
we have seen a case in which a cervical lymph node 
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showed on biopsy Hodgkin’s granuloma, whereas 
autopsy showed a large bronchiogenic carcinoma 
close to the hilar region. Of considerable value in 
differentiating tumor from aneurysm is the fact 
that in the former there is frequently a homolateral 
elevation of the diaphragm, a sign rarely seen in the 
presence of an aortic aneurysm. 

Erythema nodosum should also be borne in mind.” 
We have seen several patients who had considerable 
enlargement of the mediastinal nodes due to this 
condition, and as the enlargement may persist for a 
long time after the skin lesions have disappeared, 
the diagnosis may be difficult. 

The course of the disease does not appear to be 
materially altered by the presence of hilar or medi- 
astinal nodes, which usually respond surprisingly 
well to radiation. Of the 90 patients with medias- 
tinal involvement in this series, 80 have died, with 
an average duration of life of 2.7 years. The average 
duration in the 10 living patients is 4.7 years, and 
1 patient is still in reasonably good health thirteen 
years after onset. In rare cases, however, the 
mediastinal tumor develops so fast and to such an 
extent that death rapidly ensues. 


Hodgkin’s Sarcoma 


Involvement of the mediastinal lymph nodes 
occurs in approximately one third of the cases of 
Hodgkin’s sarcoma and is not infrequently associated 
with an extension of.the process into the lung. In 
none of the present cases was there mediastinal in- 
volvement without coincident peripheral lymphad- 
enopathy. It is evident from Table 2 that the symp- 


TaBLeE 2. Symptoms Referable to Enlarged Mediastinal Nodes 
in Ten Cases of Hodgkin’s Sarcoma. 


Symptom 


toms are few in comparison with those of mediastinal 
involvement in Hodgkin’s granuloma. 

All patients with mediastinal involvement were 
over thirty-five years of age. This age distribution 
does not differ in general from that of Hodgkin’s 
sarcoma. 

Mediastinal involvement usually occurs late in 
the course of the disease. Very rarely it is the initial 
sign. 

The nodes are usually only slightly enlarged. 
Rarely there is massive involvement. In 1. case, 
the process extended into the lung, giving rise to 
dullness over the entire right lower lobe. In view 
of the fact that the patient was admitted with a 
high temperature and these signs, the case was 
initially mistaken for one of lobar pneumonia. In 
the second case, there was extension into the 
parenchyma of the lung, but the process was not 
extensive. 
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Figure 1. Mediastinal Involvement before Treatment. Figure 2. The Same after Treatment. 


Ficure 3. Nodular Involvement of the Lung and Mediastinum. Ficure4. Tuberculosis Associated with Hodgkin's Granuloma 


Pirate 1. Putmonary Lesions in HopGkin’s DIsEAse. 
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It seems doubtful whether mediastinal involve- 
ment has any particular bearing on the prognosis 
of any given case. 


LunGs 


Hodgkin’s Paragranuloma 


In Hodgkin’s paragranuloma, involvement of the 
lung does not occur. Occasionally, however, there 
is implication of the mediastinal nodes, and the 
occurrence of such an event, as previously indicated, 
does not necessarily imply that the prognosis is 
poor. 


Hodgkin’s Granuloma 


Evidence of involvement of the lung is not in- 
frequent during the course of Hodgkin’s granuloma, 
and pulmonary lesions are found at autopsy with 
even greater frequency. Peirce,! in a careful study 
of 198 cases, in 85 per cent of which the diagnosis 
had been substantiated by biopsy or autopsy, found 
that 14 per cent showed roentgenologic evidence of 
parenchymal infiltration without pleural involve- 
ment and noted that the lesions might simulate 
acute inflammatory disease, pulmonary abscess, 
tuberculosis, primary carcinoma or metastatic 
neoplasm. In the present series of proved cases fol- 
lowed to date or to death, roentgenologic evidence 
of lung involvement was also found in 14 per cent. 
As already pointed out, pulmonary lesions are even 
more frequent at autopsy; in this series, there was 
involvement in 41 per cent. 

Versé*® has carefully reviewed the literature per- 
taining to this aspect of Hodgkin’s disease, and con- 
cludes that the lung is involved either primarily 
or secondarily in approximately one third of all 
cases coming to autopsy. Enlargement of the 
mediastinal and hilar nodes may, furthermore, 
bring about partial or complete stenosis of the 
bronchi, with consequent pulmonary atelectasis, 
and the pulmonary signs or symptoms arising from 
such a sequence of events are not infrequently of 
greater import than those due to direct involvement 
of the lung. Moreover, it should be pointed out 
that not infrequently, under x-ray therapy, a 
mediastinal mass entirely disappears while the 
parenchymal lesions remain relatively unchanged.’ 
It is possible that some of these so-called “‘paren- 
chymatous lesions” are in reality small areas of 
atelectasis peripheral to obstruction of a small 
bronchus. 

In very rare cases, necrosis of some magnitude 
develops so that cavities simulating those of tuber- 
culosis or abscess are seen. Versé*® cites 8 such 
cases; we ourselves have not seen this type of lesion. 

Invasion of the lung may occur at any time during 
the course of the disease. Weber‘ describes the case 
of a seventy-three-year-old woman in whom a diag- 
nosis of primary bronchiogenic carcinoma had been 
made on clinical grounds. Autopsy showed Hodg- 
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kin’s granuloma involving the main bronchi on the 
left, together with a small portion of the adjacent 
lung tissue. No metastases, even in the hilar nodes, 
could be demonstrated. Versé* has collected from 
the literature and from his own material 10 cases in 
which the pathologic process was apparently primary 
in the lung or bronchi. Such cases are, however, ad- 
mittedly extremely rare, and we have not seen any. 

In our own series, pulmonary lesions were demon- 
strated by x-ray studies as early as one month after 
the apparent onset of the disease and as late as 
twelve years after it. It must be remembered, how- 
ever, that unless routine x-ray studies are carried 
out at fairly frequent intervals, the precise time of 
the development of the parenchymal infiltration 
may be misjudged, for it is obvious that many of 
the symptoms and signs depend not on parenchymal 
involvement itself but rather on enlargement of 
hilar or mediastinal nodes. 

The most frequent symptoms found in patients 
with parenchymal disease are dyspnea, cough and 
fever. More rarely the patient complains of pain 
in the chest. Hemoptysis is extremely unusual, and 
its presence should arouse one’s suspicion of tuber- 
culosis. Occasionally there are neither symptoms 
nor signs, — a fact that serves to emphasize the im- 
portance of routine x-ray examination of the chest,— 
and it is worth while to draw attention once more 
to the obvious fact that any of the signs and symp- 
toms of parenchymal involvement may be occa- 
sioned by the presence of a mediastinal mass. 
Twenty per cent of patients showing pulmonary 
involvement have pleurisy with effusion. Only ex- 
tremely rarely is this effusion bloody. 

The x-ray picture of pulmonary Hodgkin’s 
granuloma is in no sense pathognomonic. As has al- 
ready been said, the picture may simulate acute in- 
flammatory disease, pulmonary abscess, tuberculosis, 
primary bronchiogenic carcinoma or metastatic 
neoplasm! (Fig. 3), and it must be remembered that 
pulmonary tuberculosis is a not infrequent com- 
plication of Hodgkin’s granuloma (Fig. 4). 


Hodgkin’s Sarcoma 


The lungs are involved in Hodgkin’s sarcoma in . 
approximately 28 per cent of the cases, or nearly 
twice as often as in Hodgkin’s granuloma. In all 
cases, there were cough and dyspnea, which were 
frequently severe. Fever is not unusual, although 
it is rather unusual in Hodgkin’s sarcoma as a whole, 
and chills are rarely seen. Conversely, the presence 
of persistent cough generally indicates that the 
parenchyma of the lung has been invaded. The 
pulmonary lesions may extend outward from the 
mediastinum or they may resemble patches of 
bronchopneumonia. Rarely there is massive in- 
volvement of an entire lobe. 

Parenchymal involvement of the lung is usually 
associated with involvement of the mediastinal 
nodes. Much more rarely there are isolated areas 
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without involvement of the mediastinum. In con- 
trast to Hodgkin’s granuloma, pleurisy with effusion 
is notably rare; we have seen but 1 case in which 
this complication occurred, and in this the effusion 
was bloody. 


GASTROINTESTINAL TRACT 


Hodgkin’s Paragranuloma 


Involvement of the gastrointestinal tract does 
not occur in this form of the disease. 


Hodgkin’s Granuloma 


Gastrointestinal symptoms are frequent in Hodg- 
kin’s granuloma, but demonstrable lesions of the 
alimentary canal, either during life or at autopsy, 
are comparatively rare. Sherman® has reviewed the 
literature pertaining to this interesting aspect of 
the subject, and the reader is especially referred to 
his excellent paper and the earlier more detailed 
study of Coronini.6 From many available articles 
it is difficult to be certain in many cases whether 
the lesions referred to are actually those of Hodg- 
kin’s granuloma, Hodgkin’s sarcoma, lympho- 
sarcoma or reticulum-cell sarcoma. In view of the 
fact that the incidence of gastrointestinal lesions as 
well as their treatment and prognosis differs accord- 
ing to the type of pathologic process present, this 
confusion is unfortunate yet readily understandable, 
for the histologic picture of lymphoma in the gastro- 
intestinal tract is by no means so simple and definite 
as it usually is in the lymph nodes. 

It seems clear, however, that Hodgkin’s granu- 
loma occasionally occurs as a primary and possibly 
as an isolated lesion of the alimentary canal and 
that secondary gastrointestinal lesions are found 
in the generalized disease, usually rather late in the 
course. There are few reliable statistics concern- 
ing the actual frequency of such lesions. Stern- 
berg,’ however, whose criteria for the diagnosis 
were clear-cut and definitive, found that in 52 autop- 
sies the stomach was involved in 6 cases and the 
small intestine in 5. As already stated in the part 
of this article dealing with the pathological aspects 
of the disease, our experience is similar. Twenty- 
four of the 213 patients in this series had gastro- 
intestinal symptoms at onset, yet only 9 of these 
could subsequently be shown to have any intrinsic 
lesion of the stomach or bowel. During the course 
of the disease such complaints are more frequent, 
and indeed they may for a time dominate the clinical 
picture. Anorexia, abdominal pain, nausea, vomit- 
ing and _ constipation — occasionally alternating 
with diarrhea — were the most frequent symptoms 
in 174 cases followed to date or death (Table 3). 

Among all these patients exhibiting gastro- 
intestinal symptoms late in their course, only 3 were 
shown during life to have actual intrinsic lesions of 
the alimentary canal. In 2 cases, the lesion was in 
the lower part of the large intestine and responded 
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well, at least for a time, to cautious x-ray therapy 
(Figs. 5 and 6). In the third case, the lesion was 
in the esophagus (Fig. 7), and there was poor 
response to radiation. 

It is probable that such symptoms as loss of appe- 
tite, nausea and vomiting can be attributed to the 
general systemic effects of the disease, and all are 
likely to be temporarily aggravated by x-ray therapy, 
although often subsequently relieved by the same 
therapeusis. It is well to advise patients that this 
is so. 

Abdominal pain seems to be caused in the ma- 
jority of cases by enlarged lymph nodes pressing 
on sensory nerves. Dysphagia may be due either 
to pressure from a mediastinal tumor on the esopha- 
gus or to an intrinsic lesion of that structure. Ex- 
tremely rarely, it is due to massive involvement of 


TaBLe 3. Gastrointestinal Symptoms in 174 Cases of Hodgkin's 


Granuloma. 

Symptom No. or 

Cases 


the tonsils by the granulomatous process. Hemat- 
emesis was directly traceable in 1 case to a wide- 
spread involvement of the stomach, but in 2 cases 
in which this symptom was a prominent feature, no 
gastrointestinal lesion could be demonstrated even 
after careful clinical study. It is possible that in 
such cases the vomiting of blood is secondary to the 
general hemorrhagic diathesis that is occasionally 
seen, particularly toward the end of the disease, or 
that the cause would have been found at autopsy. 
Similarly, melena was obviously caused by gastro- 
intestinal lesions in 3 cases, yet in 2 cases in which 
this symptom appeared late in the disease no cause 
could be found during life. 

In the 174 cases followed to date or to death, 
definite clinical evidence of lesions of the gastro- 
intestinal tract was found in 9 cases (5 per cent). In 
6 of these, the lesions proved at autopsy to be pri- 
mary in the gastrointestinal tract and confined almost 
entirely to the viscus concerned and the immediately 
adjacent lymph nodes, so that there seems to be 
some justification for speaking of the gastrointestinal 
form of Hodgkin’s granuloma. The stomach was 
involved in 3 cases, the cecum in 2, the sigmoid in 2, 
and the duodenum and esophagus each in 1. 

It is to be noted that in no case was there multiple 
involvement of the gastrointestinal tract, although 
in a larger series, of course, such might well be true. 
In no case were these lesions suspected or demon- 
strated during life. The clinical importance of these 
post-mortem findings lies in the fact that such 
lesions may for some time be asymptomatic, yet the 
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Figure 5. Hodgkin’s Granuloma before Treatment. Figure 6. 


Figure 7. Hodgkin’s Granuloma of the Esophagus. Ficure 8. Hodgkin's Sarcoma of the Stomach, 


Piate 2. GastTRoINTESTINAL Lesions IN HopGkIn’s DISEASE. 
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‘patient may die suddenly from a rupture of a gastric 
or intestinal granulomatous lesion. This event took 
place in 1 patient, who was discharged apparently 
in good condition but died six hours later from a 
ruptured large intestine. 

Clinically, Hodgkin’s granuloma of the gastro- 
intestinal tract most frequently simulates carcinoma, 
ulcerative colitis or enteritis, or obstruction of the 
bowel. The majority of published cases have 
occurred in the fifth and sixth decades of life, and 
this was so in the present series. 

Coincident enlargement of the superficial lymph 
nodes is said to be infrequent.» ® One patient had 
what appeared on x-ray examination to be a car- 
cinoma of the stomach. There was no peripheral 
lymphadenopathy. He was operated on later, and 
the stomach was found to be extensively involved 
with Hodgkin’s granuloma. 

With involvement of the stomach, the signs and 
symptoms do not differ materially from those of 
carcinoma, and epigastric pain, melena, loss of 
weight, hematemesis and vomiting are the most 
frequent ones. Rarely a mass is felt. Singer® be- 
lieves that the disclosure at operation of a soft, flat, 
infiltrating tumor associated with isolated soft 
lymph nodes in the adjoining mesentery should 
arouse the suspicion of Hodgkin’s disease. He adds, 
however, that for a final diagnosis the microscope 
is indispensable. With this we agree. Involvement 
of the intestine produces symptoms that are much 
the same, although abdominal pain and con- 
stipation are usually more prominent than they are 
with involvement of the stomach. Hemorrhage and 
perforation are rare but, as has been pointed out, 
may be fatal. 

On x-ray examination, the findings again are 
usually those of carcinoma. A single case with an 
esophageal lesion illustrates this point. 


E. J. (H_ 39-583), a 59-year-old man, was admitted to the 
hospital on May 8, 1939. The past and family histories were 
uneventful. In April, 3 weeks before entry, he noticed a 
lump above the right clavicle. This was removed at another 
hospital, and a microscopic diagnosis of Hodgkin’s granuloma 
was made and confirmed by us later. 

Physical examination on admission showed a_ well- 
develcped and well-nourished man. No abnormalities of im- 
portance were found other than a few bean-sized lymph _ nodes 
in the right axilla. The laboratory findings were essentially 
normal. Deep x-ray therapy was given, with a total of 1000 r, 
divided between the right side of the neck and the right axilla, 
and within a few weeks the enlarged nodes had disappeared. 

The patient remained symptom-free until December, when 
he began to complain of difficulty in swallowing. X-ra 
studies showed an extensive irregularity of the middle third 
of the esophagus (Fig. 7), and an esophagoscopy on January 
10, 1940, showed a large, freely bleeding and obstructive 
neoplastic process at the junction of the middle and lower 
thirds. A biopsy taken at that time showed a lesion with 
the characteristic picture of Hodgkin’s granuloma. After 
appropriate x-ray therapy no trace of the lesion could be 
found by x-ray studies. After several months, the patient 
died of unknown causes. 


‘It is impossible to say with any degree of assurance 
whether the esophageal lesion was primary or sec- 
ondary, although the latter seems the likelier. In 
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any event, it was the only lesion of the esophagus 
seen in the 174 cases of Hodgkin’s granuloma. 

In 2 cases, the gastric lesion involved the greater 
curvature. In a third case, there was tremendous 
dilatation of the stomach owing to an obstructive 
lesion at the pyloric area, an unusual finding in 
gastric carcinoma. In all there was marked reduc- 
tion of the peristaltic waves over a wide area. In 
no case was there the convoluted appearance 
that has been said to be characteristic of lymphoma. 


C. H. (BCH 828826), a 56-year-old woman, was admitted 
to the hospital on July 9, 1936. The past history was un- 
eventful, except that she had had a chronic productive cough 
for many years. Two months before entry, she noticed con- 
siderable weakness and fatigue, and during the next few 
weeks she vomited on numerous occasions and lost much 
weight. For a week before admission, she had had fever and 
night sweats. There was no abdominal pain, anorexia, 
nausea, melena or hematemesis. 

Physical examination showed an emaciated, rather drowsy 
woman. There was a harsh, rasping systolic murmur over 
the entire precordium, heard best at the apex and trans- 
mitted up the vessels of the neck. The heart was enlarged 
2 cm. beyond the midclavicular line. There were dullness 
and moist rales at the bases of both lungs. In the right para- 
umbilical area was felt a small, irregular, firm mass that 
descended freely on respiration. Otherwise the physical 
examination revealed no abnormalities of importance. 

The red-cell count was 2,750,000, the hemoglobin 46 per 
cent, and the white-cell count 4000 with 60 per cent seg- 
mented neutrophils, 21 per cent young neutrophils, 2 per 
cent eosincphils, 5 per cent lymphocytes, 5 per cent myelo- 
cytes and 4 per cent myeloblasts. The stools gave a strongly 
positive guaiac test. 

The temperature was of the septic type, ranging each day 
from 99 in the morning to 103°F. at night. The respirations 
were normal. The pulse averaged 115. 

X-ray films of the lungs showed congestion of both bases. 
Those of the gastrointestinal tract showed that the second 
portion of the duodenum was irregular and mottled in appear- 
ance, with a definite narrowing at the junction of the second 
and third portions. A diagnosis of carcinoma of the duodenum 
was made. 

The patient continued to run a septic temperature, became 
increasingly drowsy and died less than a month after ad- 
mission. 

Autopsy (A 36-449). This showed Hodgkin’s granuloma 
primary in the second and third portions of the duodenum, 
with extension to the immediately adjacent mesenteric 
lymph nodes. That portion of the jejunum immediately 
distal to the duodenum was necrotic, and it ruptured as the 
bowel was being dissected out. Death appeared to have been 
about inanition and terminal multiple pulmonary 
emboli. 


In the large intestine, two types of lesions may be 
seen — an annular constriction and a destruction 
of the mucosal pattern with hypermotility and 
increased irritability. 


C. L. (BCH 490440), a 50-year-old woman, was admitted 
to the hospital on December 27, 1924. A year before she had 
noted some loss of weight, and on two occasions had passed 
a small amount of bright blood by rectum. Two months prior 
to entry she noticed increasingly severe constipation, al- 
ternating with short bouts of diarrhea. Six weeks later, there 
developed a severe dull pain in the right lower quadrant of 
the abdomen, made worse by eating, and on three occasions 
during the next month she again passed blood by rectum. 
Physical examination revealed only a firm, irregular, slightly 
tender mass the size of a small orange in the right lower 
quadrant. X-ray examination showed some mottling of the 
cecum near the ileocecal valve, and the cecum was displaced 
upward, as if by a mass outside the gastrointestinal tract. 

peration was performed on January 1, 1925, and a large 
mass was found involving the appendix and the cecum. 
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There were several soft lymph nodes in the adjacent mesen- 
tery. The mass and the nodes were removed, and an ileo- 
colostomy was performed. On histologic examination the 
lesion proved to be Hodgkin’s granuloma. At operation 
there was no evidence of disease elsewhere. 

The patient died of bronchopneumonia 2 days later. Since 
there was no autopsy, it cannot be said with any certainty 
that the disease was confined to the cecum and adjacent 
nodes, although this seems probable. 


In patients with gastrointestinal lesions, an anemia 
of moderate or severe grade is frequent. We can- 
not agree that any diagnostic significance can be 
ascribed to the white-cell count, for both leuko- 
penia and leukocytosis are encountered with equal 
frequency and indeed often alternate in the same 
patient. Fever is frequent and was present in 4 of 
the 6 cases with primary disease in the gastro- 
intestinal tract; in | of these it was a striking feature. 
Since fever is usually present in patients with 
Hodgkin’s granuloma, no special diagnostic im- 
portance can be attached to it. 

It is doubtful whether a clinical diagnosis of 
Hodgkin’s granuloma of the gastrointestinal tract 
can be made with any degree of assurance, although 
the presence of a lesion reminiscent of carcinoma in 
a patient with an unexplained septic temperature 
and either a leukopenia or a marked polymor- 
phonuclear leukocytosis not readily explainable on 
other grounds is suggestive. 


Hodgkin’s Sarcoma 


The symptoms referable to the gastrointestinal 
tract, particularly anorexia, which is often severe, 
occur in approximately 50 per cent of cases during 
life (Table 4). Constipation is not infrequent; 


TaBLeE 4. Gastrointestinal Symptoms in Thirty-Two Cases of 


Hodgkin’s Sarcoma. 

SyMPpTOM No. or 

Cases 


diarrhea is rare. Hematemesis, not always ex- 
plainable either clinically or at autopsy, occurs 
occasionally. As in the case of Hodgkin’s granu- 
loma, gastrointestinal symptoms may occur with- 
out any lesion’s being demonstrable. On the other 
hand, it is extremely unusual to have an asympto- 
matic lesion of the stomach or intestine, such as one 
not infrequently sees in Hodgkin’s granuloma. 

Both clinical and autopsy findings indicate that 
multiple involvement of the gastrointestinal tract 
is not infrequent. Thus, in 6 cases with clinical 
evidence of gastrointestinal disease, the colon was 
involved in 4, the duodenum in 3, the stomach in 2, 
and the rectum in 1, there being multiple involve- 
ment in 3. Again, there is marked contrast to the 
situation in Hodgkin’s granuloma, in which gastro- 
intestinal lesions are almost invariably single. 
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The following case illustrates the course of 
Hodgkin’s sarcoma when the gastrointestinal tract 
is involved. 


J. C. (BCH 974896), a 52-year-old woman, was admitted 
to the hospital on March 10, 1940, with the chief complaint 
of a painless lump in the neck of 2 months’ duration. In addi- 
tion, she had experienced some difficulty in swallowing and 
hoarseness. She was constantly nauseated and had no appe- 
tite, but there was no vomiting. There was marked weak- 
ness. She had occasional distress in the left upper quadrant 
of the abdomen but no real pain. The past and family his- 
tories were uneventful. 

Physical examination showed a moderately obese woman 
with a rather sallow complexion. There was a moderately 
firm mass about 2 cm. in diameter in the right side of the 
neck. Otherwise the examination showed no notable ab- 
normalities. 

X-ray studies of the gastrointestinal tract showed a large, 
fungating tumor arising from the superolateral wall of the 
pres (Fig. 8). Gastric analysis showed normal amounts of 
hydrochloric acid and a + guaiac reaction. There was no 
anemia. The white-cell count and differential count were 
essentially normal. All stools gave a +++ guaiac reaction. 

The patient failed rapidly and died on April 20, less than 
4 mache after the initial symptoms. 


Autopsy. This showed Hodgkin’s sarcoma of the stomach 
with metastases to the pleura, diaphragm, spleen, liver, large 
intestine, pancreas and abdominal lymph nodes. 


BoNEs 


Hodgkin’s Paragranuloma 


Involvement of the bones does not occur in 
Hodgkin’s paragranuloma. 


Hodgkin’s Granuloma 


Lesions of the bones in Hodgkin’s granuloma are 
frequent, important and usually serious.!® It should 
be emphasized that we are concerned only with the 
lesions giving rise to signs or symptoms during life 
and usually, although not invariably, recognizable 
by proper radiographic technic. The frequency or 
paucity of such lesions in no way reflects the in- 
cidence of involvement of bones as determined by 
complete study of autopsy material, for it has re- 
peatedly been shown that medullary lesions demon- 
strated post mortem may not be detected by x-ray. 
This fact does not detract from the usefulness of 
searching for lesions during life. < 

The frequency of bone involvement at autopsy _ 
has already been discussed. Uehlinger,’® dealing 
almost entirely with autopsy material, places the 
incidence as high as 34 per cent, and he expressly 
states that he is concerned only with Hodgkin’s 
granuloma. Dresser and Spencer! say, “One may 
expect to find roentgen changes ante mortem in 
approximately 10 per cent of all cases of Hodgkin’s 
disease.” The series from which they derived their 
data, however, included not only that condition 
but also lymphosarcoma and reticulum-cell sarcoma. 
Since in our experience bone lesions in the latter con- 
ditions are comparatively infrequent, it is probable 
that the incidence in these authors’ series of Hodg- 
kin’s granuloma was, in actuality, higher than that 
reported. 
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Only from a series of cases that has been carefully 
studied and painstakingly followed can one properly 
judge of the frequency of such changes. We have 
derived our figures from the cases observed and fol- 
lowed at the Collis P. Huntington Memorial Hos- 
pital and the Pondville Hospital. In neither in- 
stitution have routine bone plates been taken, but 
each patient has been so studied clinically and 
radiographically that at least the majority of gross 
lesions have been detected during life. 

One hundred and thirty-three cases of proved 
Hodgkin’s granuloma have been followed to date 
or to death at these two hospitals only, and of these, 
30 (23 per cent) showed during life one or more 
bone lesions. Both Uehlinger!® and Dresser found 
the changes most frequent in the spine and pelvis. 
Such has also been our experience (Table 5). Dres- 


TaBie 5. Distribution of Bone Lesions during Life in 133 
Cases of Hodgkin’s Granuloma. 


Bones INVOLVED No. or 

Cases 
Cervical vertebras ............ 1 
7 
ibs 5 
Sternum 3 
Humerus .... 1 


ser’s!! distribution figures on 66 cases are com- 
parable, although it should be borne in mind that, 
in all probability, not all his patients had Hodg- 
kin’s granuloma. 

Age does not appear to be a factor, for cases with 
bone lesions were distributed almost as evenly 
throughout the decades as the disease itself (Table 6). 

Uehlinger’® believes that bone lesions occur late 
in the course of the disease. This is not in accord 
with our experience, for in 30 cases showing bone 


6. Age Distribution of Patients with Hodgkin's Granu- 
loma Who Had Bone Lesions. 


AGE No. or 

yr Cases 


involvement the lesion was found in less than one 
year from onset in 22 per cent, and in only 6 cases 
had -the disease been present for over four years 
before the bone change was noted. In 5 cases, the 
bone lesion was the first recognizable indication 
of the disease or occurred within six months after 
its onset. Dresser and Spencer"! arrived at similar 
conclusions, for they write, “In our series of 66 
cases there were 16 in which the bone lesions gave 
rise to the presenting symptoms; that is, the bones 
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were involved early in the course of the disease in 
nearly 25 per cent.”” Their figure may be a little 
too high, for there is good evidence that some of the 
cases they refer to were actually examples of primary 
reticulum-cell sarcoma of bone, a condition not 
described or recognized as such at the time they 
wrote. In view of the fact that primary reticulum- 
cell sarcoma of bone is probably best treated by 
amputation and subsequent prophylactic radia- 
tion, it is of great importance to maintain a nice 
distinction between these two conditions.” 

The following case illustrates the early bone 
lesions in Hodgkin’s granuloma. 


M. L. (P-3650), a 44-year-old man, was admitted to the 
hospital on August 24, 1931. In the previous January he 
had complained of severe pain in his right hip, especially on 
walking. The pain steadily increased, and in June he was 
admitted to another hospital, where it was noted that there 
was both cervical and inguinal lymphadenopathy. A biopsy 
was done, and a diagnosis of Hodgkin’s granuloma was made. 
On September 1, x-ray studies showed a greatly increased 
hilar shadow. Roentgen films revealed a large bony out- 
growth from the lateral margin of the right ilium and con- 
siderable lacework-like new bone formation about the upper 
end of the right femur in the intertrochanteric region and the 
upper end of the shaft. There was also slight thickening of 
the cortex of the upper end of the left tibia, and the lumbar 
spine showed a slight but definite increase in the density of the 
body of the fourth vertebra. These changes were regarded as 
consistent with Hodgkin’s granuloma. The patient failed 
rapidly and died on Joount? 23, 1932. (Uehlinger’s® Case 
9 presented a similar x-ray appearance.) 


In this case it is clear that the bone lesion first at- 
tracted the patient’s attention to his condition, 
and it appears from the history that it occurred early 
in the course of the disease, if, indeed, it was not the 
initial lesion. 

The roentgen-ray picture is in no way characteris- 
tic (Figs. 9-12). It generally simulates metastatic 
carcinoma, but may be confused with Ewing’s 
tumor, osteogenic sarcoma, osteomyelitis or mul- 
tiple myeloma. The lesion is usually destructive, 
especially in the spine, where it occasionally results 
in the collapse of one or more vertebras. As a result 
of this collapse there may be flaccid, or more rarely 
spastic, paralysis. Paralysis occurred in 8 of our 
cases in which the spine was involved. It must be 
remembered, however, that collapse may occur 
without paralysis, and indeed without symptoms, 
and, on the other hand, that the vertebras may be 
involved by direct extension from adjacent lymph 
nodes and that simultaneous extension from these 
same lymph nodes to the dura or the epidural 
space with tumor formation is probably a much 
more frequent cause of neurologic symptoms than 
is vertebral collapse as such. This has at least been 
our experience. 

It is chiefly the bodies of the vertebras that are 
involved. More rarely, the transverse processes or 
the spines are the site of disease. The intervertebral 
disks are characteristically spared. Occasionally 
the lesion is chiefly proliferative. Exceptionally 
one sees the Elfenbeinwirbel or ivory vertebras so 
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Figure 9. Proliferative Lesion of the Femur. Figure 10. Destructive Lesion of the Ilium. 


Figure 11. Proliferative and Destructive Lesions of the Spine. Figure 12. Hodgkin’s Sarcoma of the Skull. 


Piate 3. Bone Lesions 1n Hopckin’s Disease. 
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accurately described and superbly pictured by 
Hultén.* Not infrequently both new-bone for- 
mation and bone destruction are present. Very rarely 
multiple punched-out areas indistinguishable from 
those of multiple myeloma are seen. 

Pathologic fracture occurs rarely. We have seen 
only one example, and that in a rib. In contrast, 
pathologic fracture is fairly frequent it in primary 
reticulum-cell sarcoma of bone. 

Periosteal new bone formation may be seen alone 
or, oftener, in conjunction with medullary lesions. 

In the long bones the metaphyses are chiefly in- 
volved. Dresser and Spencer" report involvement 
of the shaft. This we have not seen. 

The ribs, especially those portions close to the ver- 
tebras and sternum, are frequent sites of invasion. 
The sternum may be invaded directly from an under- 
lying mediastinal mass, and it is of some practical 
importance that such sternal lesions seem to do 
exceptionally well under treatment. The pelvis 
is oftenest involved in the region of the iliac crest 
or the sacroiliac joints. 

Unequivocal cases of Hodgkin’s granuloma con- 
fined to bone have not been described. 

Uehlinger!® and others believe that abnormalities 
of the peripheral blood picture, especially leuko- 
penia, are frequently the best indication of a bone 
lesion. We have not found this to be so. Neither 
the red-cell nor the white-cell count altered in any 
material manner after the development of the bone 
lesion. Of the 2 cases with the most extensive bone 
changes in this series, oné showed a marked poly- 
morphonuclear leukocytosis, and the other a moder- 
ate leukopenia. Both had only a moderate degree of 
anemia, even at the time of death. We have seen 
no evidence that an eosinophilia is indicative of 
bone involvement as some have claimed. 

The most frequent symptom is pain, and when 
one considers that the patient’s attention may be 
drawn to his condition primarily by the bone lesion 
and that lymphadenopathy may be minimal at 
that time, and therefore often overlooked, the im- 
portance of the search for and recognition of early 
bone lesions is obvious. 

It is important further to recognize that pain due 
to bone lesions may be present for a considerable 
period of time before the x-ray films show any 
recognizable change. In 13 per cent of our cases 
with bone lesions, pain was present for a period 
of two to twelve months before the lesion was 
visualized, in spite of repeated x-ray examinations. 
The therapeutic implications of this observation 
are obvious. In the presence of proved Hodgkin’s 
granuloma, the appearance of pain referable to a 
bony structure or a joint may properly be re- 
garded as an indication for irradiation even though 
no bony lesion can be found at the time. On the 
other hand, one occasionally finds on routine x-ray 
examination gross bone lesions without concomitant 
symptoms. This is particularly true of the skull, 
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invasion of which frequently gives no other clinical 
evidence than the appearance of a soft-tissue mass 
directly over the area of bone destruction. Similarly, 
lesions of the pelvis are apt to be painless unless 
they involve the sacroiliac joint or the hip joint. 
Under the latter circumstances, the pain is apt to 
radiate down one or both legs and be mistaken 
by the unwary for back strain or simple “‘sciatica.”” 
Tenderness over involved bones is surprisingly in- 
frequent. 


Hodgkin’s Sarcoma 


Clinically apparent involvement of bone is com- 
paratively infrequent in Hodgkin’s sarcoma, occur- 
ring in less than 10 per cent of our cases. In one 
case, there was a small destructive lesion in the 
upper end of one tibia. In another, there was a 
localized, proliferative lesion in the upper end of the 
femur. In still another, there was an extensive 
destructive process of the skull. In a fourth case, 
there was direct extension from the pharynx into 
the bony structure of the antrum, causing severe 
and intractable pain. In all the other cases, the 
bone lesion resulted merely in a moderate degree of 
pain. 

In our experience, the bone lesions usually occur 
early in the course of Hodgkin’s sarcoma. They 
may appear later, but in view of the fact that the 
majority of patients die within a year and a half 
of apparent onset, ‘such observations on the time 
of appearance of the bone lesions are of little practical 
value. 


SKIN 


Hodgkin’s Paragranuloma 


Skin lesions do not occur in Hodgkin’s para- 
granuloma. 


Hodgkin’s Granuloma 


Skin lesions in Hodgkin’s granuloma are of com- 
mon occurrence.” Severe generalized pruritus, 
not infrequently resulting in marked excoriation 
of the skin, is perhaps the most frequent one. 
Generalized or, more rarely, localized pigmentation 
occurs aside from that due to radiation therapy. 
Herpes zoster (Fig. 13), not infrequently of a 
hemorrhagic type and often leaving behind it an 
indurated scar (Fig. 14), is not unusual. The more 
specific lesions, — that is, those which on biopsy 
show the characteristic features of Hodgkin’s 
granuloma, — are most frequently nodular (Fig. 15) 
or ulcerated (Fig. 16). These may exist for a long 
time prior to unequivocal evidence of the disease 
elsewhere.'® Generalized exfoliative dermatitis has 
been reported, and we have seen | case with this 
complication. 


Hodgkin’s Sarcoma 


In Hodgkin’s sarcoma, lesions of the skin occur 
in approximately 30 per cent of the cases and may 
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Figure 15. Nodular Lesions. Figure 16. Ulcerative Lesions. 


Pirate 4. Sxin Lesions 1n HopGkin’s DIsEAseE. 
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be extremely marked. They are usually papular, 
and dull red and frequently scaly, resembling closely 
the lesions of mycosis fungoides. Rarely there are 
subcutaneous lesions 1 to 3 cm. in diameter. We 
have never seen ulceration. 

Patchy or extensive erythematous lesions are 
occasionally seen. Itching is extremely rare. 
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THE INCREASING COST OF MEDICAL CARE: ITS RELATION TO HOSPITALS 
AND SPECIALIZATION IN MEDICINE* 


GeorcE W. Homes, 


BOSTON 


HE purpose of this paper is to state briefly the 
causes that, in my opinion, have led to an 
increase in the cost of sickness, to review the various 
attempts that have been made to meet it, and to 
suggest certain lines of approach that might lead 
to a solution of the problem. 

The present high cost of sickness had its be- 
ginning in the latter part of the last century, and 
is due almost entirely to the rapid advances of 
medical science and the general acceptance of the 
community hospital instead of the home as the 
best place for the care of the sick. That both these 
trends are sound is shown by the rapid growth of 
specialization in medicine and the increasing use of 
hospital service by the well-to-do, the patient of 
moderate means and the practitioner of medicine. 

Fifty years ago the care of sickness in those able 
to pay was largely in the hands of the family physi- 
cian. The indigent were cared for in the great 
charity hospitals. There were very few so-called 
“private hospitals.”” Even such major therapeutic 
procedures as surgical operations were often done 
in the home. When the cause of the illness could 
not be established, or the patient did not improve 
under treatment, a consultation was sought. Often 
another general practitioner was called; at times, 
the advice of a surgeon or some other specialist was 
obtained. In either case, the patient remained in 
his home and was cared for by the members of the 
household. Only the well-to-do employed a pro- 
fessional nurse. 

An accident that occurred in my own family 
some fifty years ago will serve as an example to 


*From the Department of Radiology, Massachusetts General Hospital. 
tActing radiologist, Massachusetts General Hospital. 


contrast the procedure then and now. My brother, 
a boy of ten, fell from a scaffold in the barn, fractur- 
ing his femur in the middle third of the bone. Our 
family doctor was called, the diagnosis was estab- 
lished, a temporary splint was applied, and the 
patient was placed in his bed. Of course there was 
no x-ray examination, and I doubt very much if 
any search was made for injury elsewhere in the 
body. In due time the doctor returned with some 
cords and pulleys, which he had obtained from the 
hardware store, a can of ether and some adhesive. 
My father gave the ether under the doctor’s direc- 
tion. The fracture was reduced, and the splints 
and traction were applied. My mother and other 
members of the family attended to the nursing care. 
The fracture healed in the usual time; there was no 
deformity or limp. The doctor’s bill was twenty- 
five dollars, and there were no other expenses. 
Now, let us consider what would happen if the 
same accident occurred today. My father was a 
prosperous farmer and would have been classified 
in the “moderate means” group. The boy would have 
been taken to the hospital, roentgenograms would 
have been taken before and after reduction, and the 
operation would have been done by a surgeon who 
would have required two assistants, with the usual 
nurses. There would have been an operating-room 
charge, the routine laboratory charges and the 
charges for room, board and nursing care during 
the stay in the hospital. This would have consti- 
tuted the hospital bill and would have had to be 
paid at once. In addition, there would have been 
the surgeon’s fee and the x-ray charges. A moderate 
estimate of the total cost would be between five 
and six hundred dollars, which is more than the 
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average farmer can meet without considerable 
sacrifice. Is it any wonder that there is a wide- 
spread demand on the part of the public that some 
plan be devised to safeguard it against the high 
cost of sickness? 

The answer is not in a return to old methods. In 
the case just described, the boy was fortunate that 
the fracture did not involve the epiphyscal line and 
that no internal injury occurred. Under the treat- 
ment that he received the former would have re- 
sulted in a short leg, the latter possibly in his death. 
Present-day treatment would meet successfully 
both these problems. 

Nor is it possible to care for the sick in the modern 
home. Space is limited, domestic help, which used 
to be the rule, is now the exception, and modern 
diagnosis and treatment require elaborate equip- 
ment, all of which is available in a hospital. 

The services of the family doctor may still be had 
at only a slight increase in cost. Probably the aver- 
age family today pays no more to the family doctor 
than did their fathers before them. The increased 
cost, of which one hears so much, is then almost 
entirely due to hospital service and the fees of the 
specialist. If these were taken care of, the well-to-do 
and those of moderate means would be able to re- 
ceive the benefits of modern medicine, already sup- 
plied free to the poor, without having to meet any 
greater financial burden than they have been able 
to carry in the past. If this general statement of 
the problem can be accepted, the solution seems to 
lie in the providing of some form of insurance, first 
against the cost of hospital care, and second against 
the cost of specialized medical care. 

Before attempting to set up any form of insurance 
against the cost of sickness it is necessary to have a 
clear understanding of what constitutes hospital 
service and what constitutes medical service. The 
first objective of a hospital is to furnish housing and 
nursing care for the sick; its second is to provide the 
laboratories and tools with which the physician 
makes the diagnosis and carries out treatment of 
the patient. Together the medical staff and the 
hospital should form a center for the advancement 
of medical knowledge and the improvement of the 
general health of the community. The early hos- 
pitals were charitable institutions supported either 
by donations or taxation. They were expected to 
operate at a loss. They received no private patients, 
and medical service was free. In other words, the 
community supplied the funds for the maintenance 
of the hospital, and the members of the medical 
staff donated their services. The problem of what 
constituted medical or hospital service did not arise. 
It was only with the introduction of the paying 
patient into this established setup that a definition 
became necessary. It is probably fundamentally 
wrong to pay for medical service out of funds raised 
for the maintenance of the hospital, or to use a 
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part of the medical fee for hospital support. Both 
tend to lower the standard of medical service, and 
in the long run the patient is the loser. In the care 
of the paying patient, the hospital, as in any other 
business venture, is entitled to a reasonable profit 
on its investment. The doctor, on the other hand, 
should charge only what he considers a fair return 
for his services. He should not divide his fee with 
a third party even if the third party is a charitable 
institution. 

It is recognized that for the hospital to carry out 
its function, certain members of its staff must spend 
a part, or the whole, of their time in administrative 
work. The salaries that these men receive for this 
type of service are part of the cost of maintaining 
good hospital service, and should be considered as 
part of the cost of hospital care in those hospitals 
that receive paying patients, as well as in those in 
which the general medical service is free. It has 
become a custom for members of the medical staff 
to spend a considerable part of their time in the 
diagnosis and treatment of paying patients within 
the hospital. This is desirable from the point of 
view both of the doctor and of the hospital. The 
increased income that the doctor receives in this 
way tends to raise the standard of services both to 
the hospital and to the patient. It makes no real 
difference whether the medical fees are collected 
by the hospital and returned to the doctor in the 
form of a salary or whether he collects his own fee, 
provided that the hospital recognizes the principle 
that it is not to make a profit from the collection 
of medical fees. 

If the income from medical fees is divided between 
the physician and the hospital, the cost to the 
patient for that particular service is increased by 
whatever profit the hospital makes from such prac- 
tice. In other words, the hospital is forcing each 
paying patient to make a contribution toward the 
support of some other department of the hospital. 
This practice is not only unfair to the paying patient 
but also tends to disturb interdepartmental relations 
of the hospital. The department showing a sub- 
stantial profit is apt to be given undue importance 
in general planning. Any increase in hospital charges, 
beyond that which is based on hospital service, is in . 
the long run injurious to the- patient, the hospital 
and the physician. 

One has a right to assume, I think, that both the 
hospital and the members of its staff are anxious to 
have their patients receive the best possible service 
at a minimum cost consistent with that service. 
Any plan that tends to defeat this object should 
therefore be avoided. 

In 1916, the Massachusetts General Hospital, in 
response to popular demand, opened a pavilion for 
the care of private patients. This was a radical 
departure from a long-established practice. At the 
same time it arranged for its roentgenologist to be 
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placed on a full-time salaried basis. This was also 
a departure from established custom in hospital- 
staff relations. Since the simple plan, worked out 
at that time, has been in operation for twenty- 
eight years with complete satisfaction to all con- 
cerned, it would seem that it might be considered as 
a basis for the establishment of hospital-staff rela- 
tions in other branches of medicine and in other 
hospitals. The following abstract presents the im- 
portant features of this plan. 
The roentgenologist is to give his entire time to 
the work and the direction of the work done in the 
roentgenologic department of this hospital, except- 
ing such teaching as may be required of him by the 
Harvard Medical School and its postgraduate school. 
The amount of this teaching is controlled by the 
executive staff of the hospital and the faculty of 
the school. According to this arrangement the 
roentgenologist is to receive a yearly salary of a 
stated amount, but should the income to the hospital 
from his work in connection with the private pavilion 
at any time considerably exceed the expense of 
maintaining this branch of the work plus his salary, 
he is to receive a proportionate part of such earnings. 
It is also understood that the roentgenologist may 
reduce his earnings from private fees if he so desires 
in order that he may have sufficient time for research. 
In other words, the roentgenologist is allowed to 
control his income and the character of his work 
within reasonable limits. The general principles of 
this plan can be applied to any form of hospital- 
physician arrangement. 
If a working agreement of this sort could be estab- 
lished between the hospitals and their medical 
staffs, the only problem remaining would be that 
of arranging the cost to the individual patient in 
such a way that it could be met without too much 
difficulty. 
The cost of hospital service is already being 
handled satisfactorily by such forms of voluntary 
insurance as the Blue Cross. This type of insurance 
is inexpensive, and it protects the patient against 
the largest and most urgent expense in case of ill- 
ness. It should be encouraged and expanded. 
As yet no satisfactory form of insurance against 
the cost of medical service has been devised, al- 
though many attempts to do so have been made, 
and the literature on the subject is voluminous. 
Faxon,! in a recent paper, has discussed the ad- 
vantages and disadvantages of voluntary and com- 
pulsory insurance. A symposium on this subject 
was conducted at the annual meeting of the Amer- 
ican Medical Association in June, 1944. Of the 
various plans discussed at this symposium, that 
presented by McCann? seems the most likely to 
be workable, and it is the plan sponsored by the 
Massachusetts Medical Society. 
One of the stumbling blocks in all the plans sug- 
gested has been the high cost — to the patient, to 
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the state or to the medical profession. Any plan to 
cover the complete cost of sickness must of neces- 
sity be expensive and will not be voluntarily ac- 
cepted by the public. One reason why complete 
health insurance is expensive is because it tends to 
increase the number of patients applying for treat- 
ment. It is a well-known trait of human nature to 
feel dissatisfied when there is no return from an 
investment in protection, and as a rule an attempt 
is made to get something back, especially if this 
can be done without additional cost. Insurance 
companies have long recognized this fact, and have 
met the problem by providing cash returns at a 
specified time, or by requiring the insured to pay 
a part of the initial cost. 

If an insurance plan to protect the paying patient 
against the cost of specialized medical service could 
be worked out, it might offer a satisfactory solution 
of the problem. By “specialized medical service’’ is 
meant all consultations and such therapeutic pro- 
cedures as require special training on the part of 
the physician. It does not mean routine visits and 
treatment by the attending physician. Such a plan 
would not disturb the present relation between the 
patient and the family physician. It would operate 
only when the patient’s illness was such that hos- 
pitalization and the advice of, or treatment by, 
a specialist became necessary. If the amount al- 
lowed for any one illness were limited, it would tend 
in the long run to establish a standard of charges 
for specialized services, and since the patient would 
have to meet the first cost, — that of the family 
physician, — it would not be abused. The amount 
necessary for such coverage would therefore be low 
enough to make it attractive and to ensure its general 
acceptance. There are, of course, many difficulties 
to overcome, most important of which is a satis- 
factory arrangement between those doing special- 
ized medicine outside the hospital and those doing 
all, or the greater part of, their work within the 
hospital. None of these difficulties, however, are 
insurmountable, and all could, I think, be solved 
by a properly selected board. It is possible that the 
Blue Shield, sponsored by the Massachusetts Med- 
ical Society, could be modified to meet the require- 
ments. 


In conclusion, the following statements seem to 
summarize the problem. 

There is widespread demand on the part of the 
public for a plan to meet the increasing cost of 
sickness. This problem should be solved by the 
medical profession, not by the state. 

The increase in the cost of sickness is largely due 
to the increasing demand for hospital care and 
specialized medical service. 

There must be a clear understanding of what 
constitutes hospital service and of what constitutes 
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medical service. Neither the hospital nor the physi- 
cian should receive financial returns for services 
rendered to the patient by the other. 

Plans such as that of the Blue Cross to cover 
hospital service should be encouraged and ex- 
panded. 
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A plan of insurance to cover the cost of special- : 
ized medical service should be developed. 
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PARTIAL GASTRECTOMY FOR CARCINOMA THIRTY-FIVE YEARS AGO* 
Frep B. Lunn, M.D.t+ 


BOSTON 


OME of you may have noticed that there is a 
war in progress, as a result of which we are 
restricted in gasoline. Therefore, in order to go to 
Boston last winter, I embarked on the Worcester 
bus. A Joseph Dawson, who was a fellow passenger 
and whom I have asked to appear before you today, 
recognized me and asked me whether I remembered 
him. I had to confess I did not, when he told me 
that I had operated on him for removal of carcinoma 
of the stomach thirty-five years before. I then 
remembered him very well, because I had followed 
his case for about twenty years before losing track 
of him. 

This patient was admitted to the Boston City 
Hospital on August 16, 1909. He was forty-four 
years old, born in England. Four or five years 
previously he had been laid up for a couple of weeks 
with gallstones but was not operated on. He had 
severe pains in the right side. Two or three years 
previously he had “neuralgia” around the heart, 
and he had also had “malaria” off and on for seven 
years. Since early spring he had had continuous 
dull pain in the region of the stomach two or three 
hours after eating, and then vomited dark, almost 
black vomitus, especially after eating fruit. He 
had done this two or three times a week for two or 
three months. His weight had dropped from one 
hundred and fifty-eight pounds to one hundred and 
thirty pounds, and he was sallow and cachectic- 
looking. ‘The skin was yellow, but the scleras 
were white and clear. He was somewhat emaciated. 
There was tenderness over the epigastrium and in 
the midline. Five centimeters above the umbilicus 
was a movable tumor, hard, round and about the 
size of a tennis ball. 

At that time x-rays were not available for the 
study of such cases. Examination of the stomach 
contents showed no stasis, no lactic acid and no 
free hydrochloric acid. The guaiac test-was: positive 
for blood.The hemoglobin was 80 per cent, and 
the differential count showed 70 per cent polymor- 
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phonuclear cells and 23 per cent lymphocytes; there 
was slight achromia. 

On August 17, the abdomen was opened under 
ether anesthesia and a large mass was found on the 
greater curvature of the stomach, extending from 
the anterior surface around to the posterior surface 
above the pylorus. The stomach at the site of the 
mass was slightly adherent posteriorly. The gas- 
trocolic omentum contained firm, hard lymph nodes. 
The nodes were freed from the omentum, and the 
stomach was clamped off just to the right of the 
pylorus and at about its middle above the mass. 
About half the stomach was removed between the 
clamps, together with the lymph nodes. The open 
end of the stomach was closed with layer sutures, 
and the duodenum with a double purse-string suture. 
A posterior gastroenterostomy was then done, close 
to the beginning of the jejunum. The mesocolon 
was sewed to the stomach, and the wound closed in 
layers. This type of operation was then known as 
the Billroth No. 2. 

The patient vomited once the following morning. 
The temperature on the first day after operation 
went as high as 98.6°F. Afterward it ran on a normal 
line. Feeding was begun at once and was rapidly 
increased. The stitches were removed on August 24, 
and the patient left the hospital on August 31. 
The pathological report was as follows: - 


There is a tumor that has replaced the mucosa in one 
area and has extended downward through the muscularis 
mucosae. The tumor is composed of large cells, with big, 
often irregular, nuclei. Mitotic figures are numerous. The 
tumor is growing as groups and masses of cells, with oc- 
casional lumen formation. There is an extensive infiltration 
of lymphocytes, some plasma cells and a few polymor- 
phonuclear tae lees around the neoplastic cells. Micro- 
scopic diagnosis: Poorly differentiated, rapidly growing 
carcinoma. 


The -original section (Fig. 1) has been reviewed 
and there appears to be no doubt concerning the 
accuracy of the diagnosis. 

Ever since the patient was operated on he has 
been in good health and hard at work as a machinist. 
At the time of the operation, he was forty-four 
years old, and so was I. I can tell him truthfully 
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that I have never seen a case in which a portion of 
the stomach was removed for carcinoma and the 
patient had a recurrence after remaining free of 
one for thirty-five years, so I do not anticipate any 
recurrence in this case. I think that we are both 
fortunate to be here before this society. 

319 Longwood Avenue 


Discussion 


Dr. Puitemon E. Truespate, Fall River: Any good news 
on the surgical treatment of cancer of the stomach is welcome. 

r. Lund has created what seems to me to be a record title 
for himself and his patient. In addition to that, he has cast 
a bright spot on an otherwise extremely drab picture — that 
of the surgical treatment of cancer of the stomach, the loca- 
tion where one third of the cancers of the body occur. 

In making a study of our cases of cancer of the stomach, I 
find that we have treated 85 cases surgically. Gastroenter- 
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and causes obstruction early there is generally an opportunit 
for radical operation. If it is discovered by palpation, as with 
a tumor invading the greater curvature of the stomach, the 
case may be hopeful, but one never knows what patient is 
pa ee and what patient is inoperable until he opens the 
abdomen. Until there is some other more effective means 
for the early detection of cancer of the stomach, we must 
rely on exploratory laparotomy to differentiate the operable 
and the inoperable cases. — 


Dr. Davip CuEeEver, Boston: Was there a pathological 
note on the condition of the lymph nodes? 


Dr. Artuur W. ALLEN, Boston: I did not expect to discuss 
Dr. Lund’s paper, but I am so delighted that he can report 
such a remarkable cure of carcinoma of the stomach, that I 
should like to make a few remarks on this subject. 

In a group of patients followed by Parsons at the Massa- 
chusetts General Hospital the end results about ten years 
ago showed a five-year curability rate of about 20 per cent. 

his included the operative mortality, which was about 35 
per cent. Five years later Parsons and Welch reported an- 
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ostomy was done in 38 of these. This operation has been 
abandoned for the last decade. Forty patients were treated 
by F  asgtor resection, and 7 patients had a total gastrectomy. 

he mortality of gastroenterostomy was 26 per cent and 
that of partial gastrectomy 22 per cent. In 7 cases of total 
gastrectomy, the mortality was 29 per cent. 

It is needless to say anything about the results of gastro- 
enterostomy. They were invariably unsatisfactory. But o 
the patients who had a partial gastrectomy, 1 lived for six- 
teen years and died of arteriosclerosis, 3 lived for ten years, 
3 lived for five years and 2 lived for four years. 

the patients with total gastrectomies, 2 died in the 
hospital, 3 died within a year, 1 is living two years after 
operation, and | is living three years after operation. ~ 

It seems to me that we can gather a little comfort from this, 
but the case that Dr. Lund has told us about eclipses my 
report of results after surgical treatment of cancer of the 
stomach. 

The diagnosis of cancer of the stomach is not easy. The 
patient seldom comes to the physician until the disease is 
advanced. If the disease happens to be near the pylorus, 


other series of cases. The resectability had increased about 
10 per cent, and the operative mortality rate had decreased 
about 10 per cent. In spite of this, there was only an addi- 
tional 1 per cent added to the number of five-year cures. 
In other words, as the development of more radical surgery 
came along, the actual number of five-year respites had not 
appreciably increased. There were, however, a great many 
additional added months of life and comfort for this group 
of patients. 

o often we have had the experience of doing a long, hard 
resection, taking all the strength that one has to put into 
any effort in one day, only to have the patient live a short 
period of time. This, of course, is terribly discouraging. On 
the other hand, we have had many patients with extremely 
malignant carcinomas of the stomach, including positive 
lymph nodes, live for several years after resection. 

The first total gastrectomy that I did was in an extremely 
unfavorable case — Grade 4, with positive nodes. The patient 
lived for four years and eight months and worked four years 
of that time. He finally died of recurrence. 

The question whether these patients are operable can often 
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be settled by peritoneoscopy. This procedure is a real con- 
tribution. tf Br. Benedict or Dr. Wallace finds by peritone- 
oscopy that the liver or peritoneum is involved, we may 
save that particular patient a needless exploration. In Par- 
sons’s first group of patients, exploratory laparotomy alone 
in the inoperable group gave an operative mortality of 25 
per cent, so that this procedure is not so innocuous as one 
might think, whereas peritoneoscopy carries an extremely 
low mortality. Of the first group of 20 cases that 
Dr. Benedict peritoneoscoped, - in which he saw no reason 
why the lesions should not be removed, eighteen of the latter 
proved to be resectable. Only adherence to the pancreas is 
not made obvious by this particular procedure. 

The last point that I should like to make is the question 
of the differential diagnosis of ulcer and cancer of the stomach. 
It was of considerable importance to us to find that on analyz- 
ing a ten-year group of patients with a diagnosis of ulcer of 
the stomach in our hospital, 14 per cent of them finally proved 
to have cancer. Patients with apparently benign lesions from 
a clinical standpoint, with hig gastric acidity and typical 
ulcer pain, were symptomatically relieved on an ulcer regimen 
in the hospital and finally proved to have cancer. Frequentl 
enough the roentgenologist would say that the ulcer was heal- 

ing, or was no longer present, after a month’s treatment, 
‘and on occasion the gastroscopist would find that he could 
no longer see the crater of the ulcer — only to have such a 
patient return in three to twelve months with an inoperable 
cancer of the stomach. 

It certainly is worthy of consideration on the basis of this 
experience to revise our previous ideas concerning gastric 
ulcer. We should not consider gastric ulcer and duodenal 
ulcer in the same light. We have not studied our patients 
sufficiently to say whether the gastroenterologists can relieve 
as high a percentage of benign gastric ulcer by their conserva- 
tive methods as they can of duodenal ulcer. Other reports 
from other clinics, however, stated definitely that the con- 
servative method of treatment of gastric ulcer is unsatisfactory 
in at least 50 per cent of the patients. This is certainly 30 
per cent less R ae the satisfactory results obtained by con- 
servative methods of treatment of duodenal ulcer. When 
one adds this factor to the fact that gastrectomy for gastric 
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ulcer is infinitely a safer procedure than gastrectomy for 
duodenal ulcer, because in gastric ulcer the duodenum is 
normal and the treatment of the duodenal stump presents no 
hazard, — together with the difficulty in ruling out cancer, 
— it seems to me that we should be more radical in our at- 
titude about gastric ulcer. My conception is that we should 
consider gastric ulcer fundamentally a surgical lesion, and 
duodenal ulcer primarily a medical lesion. 


Dr. Cuartes L. Larkin, Waterbury, Connecticut: I do 
not wish to detract from Dr. Lund’s operation or his ability 
to remove cancer of the stomach, but in view of the recent 
work of Dr. Green, the pathologist at the New Haven Hos- 
pital, I raise the question whether there is not a possibility 
that the tumor that was removed by Dr. Lund was not a 
cancer of the stomach. 

Dr. Green has, as you probably know, been transplantin 
all suspected cancers that have been removed at his hospita 
into the anterior chamber of a rabbit’s eye. He believes that 
every real cancer will transplant 100 per cent and that if it 
is not a cancer it will not transplant. In other words, he 
thinks that simple microscopical examination is not enough 
to prove that a cancer is a real cancer. He believes the real 
test is the biologic test. 

It is quite probable that the tumor that Dr. Lund removed 
would not have proved to be a cancer by the biologic test, 
although microscopically it is typical. 


Dr. Lunp (closing): There was no note on the lymph 
nodes. I should like ae have had an examination of them. 

I am sorry to say that I have not kept a record of all the 
cancers of the stomach I have operated on. I had one patient 
who lived for over fifteen years, but in most of my cases there 
were recurrences in three to five years or even before. 

In regard to the tumor’s not being a cancer, the patient 
had the proper chemical content of the stomach and a hard, 
ulcerated, proliferating tumor, with grossly positive nodes. 
You saw the section. Dr. Mallory reported carcinoma ven- 
triculi, and Dr. Parker wrote the report that I read to you — 
so, in my opinion, this was a cancer, and I hope that they 
won't take it away from me. 
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MEDICAL PROGRESS 


ENDOSCOPY* 
Epwarp B. Benepict, M.D.t 


BOSTON 


HE recent advances in endoscopy may be re- 
viewed under a variety of headings. 


ANESTHESIA 


- Whalen! has reviewed the various sedatives and 
anesthetics that are useful in peroral endoscopy. 
In adults he advises 0.1 gm. of Nembutal at bed- 
time and again about half an hour before the opera- 
tion. He also advises 16 mg. of morphine and 0.6 
mg. of scopolamine. In children, an open capsule 
of Seconal Sodium placed in the rectum one hour 
before the examination is often sufficient to render 
the patient quiet and controllable. The toxic re- 
actions from cocaine are counteracted by the use 
of one of the barbiturates for preanesthetic medi- 
cation; 5 per cent cocaine is recommended. If 
general anesthesia is required, intravenous Pen- 
tothal Sodium is satisfactory. In cases in which 
there is spasm of the cricopharyngeus muscle, en- 
trance to the esophagus has been easy after the use 
of curare, which is now on the market under the 
name Intocostrin. Avertin is used infrequently 
because of the respiratory depression, the slow re- 
turn of reflexes and the frequent necessity of supple- 
menting anesthesia. Toxic effects from scopolamine 
may be counteracted by the use of 1.5 mg. of 
apomorphine. 


BRONCHOSCOPY 
Bronchitis 


Holinger and Rigby? report 69 patients with fuso- 
spirochetal tracheobronchitis. Infections due to 
these organisms are usually associated with copious, 
foul expectoration, lung destruction and abscess 
formation or extensive bronchiectasis. The clinical 
features of fusospirochetal tracheobronchitis re- 
semble those of pulmonary tuberculosis, including 
cough, loss of weight, fatigue, occasional hemoptysis 
and night sweats. The bronchoscopic findings con- 
sist simply of chronic bronchitis. The mucosa is 
injected, and a small amount of mucopurulent secre- 
tion may be present. The principal therapeutic 
agents are the arsenicals or autogenous vaccines, 
which may be employed, and bronchoscopic aspira- 
tion is used to relieve bronchial obstruction. 


Bronchtectasis 
In a study of the etiology of bronchiectasis, Olsen® 
studied 85 patients who had congenital dextro- 
*From the Massachusetts General Hospital. 
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cardia. Fourteen of these patients also had bron- 
chiectasis. The frequency with which bronchiectasis 
accompanies visceral transportation lends support 
to the theory of the congenital origin of many cases 
of the disease. A consideration of the evidence in 
favor of both theories of the origin of bronchiectasis 
— viewed as congenital and as acquired — indicates 
that both congenital and acquired components enter 
into the production of most cases of the disease. 
Rilance and Gerstl* have reported a series of tuber- 
culous patients in whom bronchiectasis assumed a 
place of major importance in the evolution of the 
pulmonary lesion and the development of the ter- 
minal pathologic condition. Bronchiectasis second- 
ary to tuberculosis has repeatedly been demon- 
strated in tuberculous patients. Few of these pa- 
tients, however, exhibit any significant symptoms 
due to the complication, and it seems likely that in 
the majority of them bronchiectasis is merely a 
benign bronchial dilatation not associated with ab- 
normality of bronchial function. A minority appear 
to develop a true suppurative bronchiectasis that 
many times, both in severity of symptoms and in 
the resultant disability, overshadows the tuber- 
culous parenchymal disease. It seems justifiable to 
assume a different etiologic basis for the two types 
of bronchiectasis. A series of 47 patients with 
significant degrees of bronchiectasis in association 
with tuberculosis was studied. Twelve patients 
came to autopsy; 35 were studied by bronchography. 
The clinical picture and the appearance of the x-ray 
films of these patients demonstrated the marked 
similarity that sometimes exists between the mani- 
festations of tuberculous bronchiectasis and those 
due to active pulmonary tuberculosis. These au- 
thors believe that the symptoms of suppurative 
bronchiectasis secondary to pulmonary tuberculosis 
may so closely simulate those of active tuberculosis 
that errors in differentiation may readily be made. 
Occasional patients, not cognizant that they have 
had tuberculosis in the past, present themselves for 
the first time with symptoms due to a suppurative 
bronchiectasis that may readily be mistaken for 
active pulmonary tuberculosis. Suspicion of the 
presence of tuberculous bronchiectasis should be 
aroused when patients show the clinical symptoms 
usually interpreted as evidence of active tuberculosis, 
in association with either a persistently negative 
sputum or an x-ray picture that by itself would be 
interpreted as a healed tuberculous lesion. When 
all three conditions prevail, the evidence suggest- 
ing bronchiectasis is extremely strong. The authors 
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‘point out certain characteristics of tuberculous 
bronchiectasis that appear to differentiate it from 
the nontuberculous type.? Following the instillation 
of lipiodol into the bronchial tree, gross distortion 
and abnormal angulation of the bronchi, changes 
not usually found in cases of nontuberculous bron- 
chiectasis, were frequently seen. Cystic bronchiec- 
tatic cavities, located in the shrunken upper lobe, 
appeared to simulate in every respect the usual 
roentgenographic appearance of chronic tuberculous 
cavities. The assumption that these bronchiectatic 
cavities were in reality re-epithelialized tuberculous 
cavities seems to be supported by the pathologic 
findings reported in one case. 

In studying the treatment of bronchiectasis, 
Stacey® reports that sulfathiazole may be applied 
locally to the tracheobronchial tree by inhalation of 
nebulized solutions of its sodium salt and that its 
use in a small series of cases of bronchiectasis has re- 
sulted in distinct benefits. The first 3 patients re- 
ported were suffering from acute infections, and 
in these the improvement was rapid and dramatic. 
No systemic reactions were noted, and no untoward 
local effects resulted from the treatments. 

Oatway® reports the use of sulfadiazine, sulfa- 
merazine and sulfathiazole in 48 cases with purulent 
bronchial secretion. The diagnosis was chronic 
bronchitis in 11 cases, bronchial asthma with bron- 
chitis in 11, and bronchiectasis in 16. The author 
is concerned chiefly with the 16 cases of bronchiec- 
tasis. The symptoms had persisted for one to 
twenty-five years. The daily volume of sputum 
varied between 20 and 800 cc. Administration of 
sulfonamides by mouth was found regularly effec- 
tive in all cases of simple, uncomplicated bron- 
chiectasis. The sputum was reduced in all cases, 
with an average decrease of 62 per cent. In the 
presence of atelectasis and putrid secretions the 
sulfonamides were much less efficient than they 
were in simple bronchiectasis. Tolerance was about 
as expected except in cases known to be clinically 
allergic. Oatway states that there is no reason to 
believe that the structure of the bronchiectatic 
lesion changes, although its progress may be pre- 
vented by sulfonamide treatment. It is recom- 
mended that sulfonamides be used in nonsurgical 
cases and for preoperative therapy. They should be 
combined with postural drainage, bronchoscopic 
aspiration, climatotherapy and treatment of the 
sinuses. 

According to Alexander,’ the safety of pulmonary 
lobectomy has solved the problem of treatment for 
approximately half the bronchiectasis patients. 
Postural drainage is the most valuable of the non- 
surgical therapeutic measures, but it is usually 
employed inefficiently. Every bronchiectatic pa- 
tient should have at least one bronchoscopic ex- 
amination, not only because some otherwise un- 
detectable, important intrabronchial lesion may be 
discovered but also because the aspiration of secre- 
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tions and the chemical shrinkage of the bronchial 
mucosa often bring about improvement in the symp- 
toms, which in occasional cases — notably in chil- 
dren but also in adults—is astonishing. Bronchos- 
copy is also of great value in preventing the de- 
velopment of bronchiectasis in early cases of pneu- 
monitis of so-called “‘unresolved pneumonia.’’ The 
ordinary bronchoscopic treatment, in which a few 
of the secretions are aspirated and the mucosa is 
. treated for only a few moments, is of little value. An 
effective treatment, which should be immediately 
preceded by a postural drainage that may occupy 
from fifteen to thirty minutes, requires that the 
bronchi containing secretions be repeatedly as- 
pirated until all free secretions have been removed, 
both before and after the mucosa has been shrunken 
and the patient has repeatedly coughed on com- 
mand, and that equal parts of 2 per cent pontocaine 
and 1:1000 epinephrine solutions, or other shrinkage 
drugs, be directly applied, step by step, to all parts 
of the mucosa that are swollen, the excess of the 
solution in the gauze pledgets being squeezed into 
those bronchi of the affected parts of the lung that 
are too small to be directly reached by the pledgets, 
or a small amount of the solution being injected into 
these bronchi. The effect of this treatment is to 
empty and open the choked bronchi, most of which, 
including the bronchiectases themselves, are distal 
to the field of bronchoscopic vision. The small 
bronchi in the peripheral portion of the bronchiec- 
tatic lobes cannot be reached by the bronchoscopic 
aspirator, but they can be at least partially emptied 
of secretions by voluntary coughing after all secre- 
tions proximal to them have been aspirated. Air 
enters more and more deeply into the lung as the 
secretions are aspirated and coughed from the 
bronchopulmonary areas that had been drowned 
in secretions. 

Alexander believes that aeration of the peripheral 
portions of the affected lobes is the most important 
objective of bronchoscopic treatment. Aeration of 
the small bronchi and alveoli is the most effective 
means of aiding the patient to evacuate additional 
secretions by coughing, both during and following 
bronchoscopy. Deep breathing and coughing at 
fifteen-minute to sixty-minute intervals during 
waking hours for one or two days after a broncho- 
scopic treatment and the faithful carrying out of 
postural drainages indefinitely after bronchoscopy 
are obviously helpful in maintaining aeration and 
maximal evacuation of secretions. Evidence that 
a choked portion of a lung has been drained and 
aerated is often furnished by the change from dull- 
ness to resonance, from distant or almost absent 
breath sounds to distinct breath sounds and from 
few or no rales to many rales, as a result of a par- 
ticularly effective bronchoscopic treatment, and 
sometimes solely as a result of postural drainage. 
The length of time during which aeration and drain- 
age are maintained probably depends in part on the 
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faithfulness of the patient in carrying out the pre- 
scribed postural drainages, and in part on whether 
the good effects of aeration and of whatever reduc- 
tion in infection of the bronchial mucosa occurs as a 
result of the improved drainage predominate over a 
recurrence of the mucosal swelling, which presum- 
ably may occur as a secondary reaction to the drugs 
that were used to shrink the mucosa. Experience 
has shown that, in a few cases, one bronchoscopic 
treatment removes all the particularly distressing 
symptoms for an indefinite period of time. In a 
greater number of cases no relief of symptoms occurs, 
and in rare cases the symptoms are made worse 
through an acute attack of pneumonitis. In a ma- 
jority of patients a satisfactory improvement takes 
place, but in the course of a week, several weeks or 
months a relapse occurs, calling for another broncho- 
scopic treatment. In patients who are indefinitely 
relieved by one bronchoscopic treatment, or who 
are not relieved at all, further treatments are ob- 
viously not indicated. In the other patients, re- 
peated bronchoscopies are indicated at whatever 
intervals — five days, several weeks or months — 
the circumstances require. 


Foreign Bodies 


Hartley® has discussed a case in which a 10-cm. 
packing nail remained in the bronchus for thirteen 
years and was discovered accidentally during a 
routine x-ray examination of the thorax. For two 
years after aspirating the nail the patient had no 
symptoms referable to the chest. Eleven years later, 
however, he was admitted to the hospital because of 
fever and pain in the right side of the chest, and 
X-ray examination showed pneumonitis and pleural 
effusion, which cleared up spontaneously. The nail 
was not removed. In contrast to this the author 
cites the case of a boy four and a half years old who 
had persistent, violent cough for a two-year period 
owing to the presence of a wood screw in the left 
lower lobe of the bronchus. This bears out the well- 
known dictum that metallic foreign bodies cause 
much less disturbance than do vegetable ones. 


Adenoma 


Lowry and Rigler® have reported a clinical and 
roentgenologic study of 7 cases of adenoma of the 
bronchus. They note the important fact that there 
is often extension of the tumor through the bron- 
chial wall, with formation of an extrabronchial mass 
that may be larger than the intrabronchial portion. 
They emphasize the fact that although adenoma of 
the bronchus almost always remains benign so far 
as lethal metastasis is concerned, its effects on the 
lung are extremely serious and in many cases ulti- 
mately cause death. They also stress the fact that 
differentiation of benign from malignant tumors of 
the bronchi is not always possible from the broncho- 
scopic biopsy material alone. In one of the cases 
reported the adenoma existed for thirteen and a half 
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years and terminated with metastases to the oppo- 
site lung. In a second case the more usual solid form 
of the neoplasm was.at first mistaken for a so-called 
“oat-cell carcinoma.” The opinion of some in- 
vestigators that bronchial adenoma is always a 
benign tumor is rejected. Because of the potentially 
malignant characteristics, early lobectomy or 
pneumonectomy is considered the treatment of 
choice. 

Laff and Neubuerger’® also stress the potentially 
malignant character of neoplasms diagnosed as 
bronchial adenomas manifested in their invasive 
growth — extrabronchial extension — and their abil- 
ity to produce late metastases. Their histologically 
benign appearance is not incompatible with bio- 
logically malignant behavior. 

Moersch" in discussing the diagnostic abnormali- 
ties of bronchiogenic carcinoma refers to adenoma 
of the bronchus, stating that pathologists differ 
whether the tumor should be regarded as a benign 
lesion or as one of a low degree of malignancy. 
Adenoma of the bronchus has a tendency to recur, 
and cases have been reported in which the adenoma 
has infiltrated and involved the mediastinal lymph 
nodes. At present, Moersch believes that if the 
tumor is pedunculated and is situated in one of the 
main stem bronchi, where it can readily be reached 
through a bronchoscope, it is best treated by 
bronchoscopic means. All the patients in this cate- 
gory whom he has treated bronchoscopically are 
still living and well. If, on the other hand, the 
tumor is situated where it cannot readily be reached 
bronchoscopically, or if it tends to infiltrate through 
the wall of a bronchus, or if much secondary pul- 
monary suppuration is present, Moersch believes 
that the condition is best handled by surgical 
means. 


Carcinoma 


In a recent article Blake! discusses the relation of 
chronic irritation to carcinoma. In the case re- 
ported, a chronic irritating factor — namely, a metal 


‘crucifix — was present in the bronchus for a num- 


ber of years, with subsequent development of 
primary bronchiogenic carcinoma at the sight of the 
irritant. The crucifix did not cast a demonstrable 
shadow in the x-ray film. On bronchoscopy the 
right middle lobe bronchus was almost completely 
occluded by a granular mass 1 cm. from the orifice; 
a preliminary diagnosis of bronchiogenic carcinoma 
of the right middle lobe bronchus was made. A 
biopsy was performed, and the tissue removed was 
considerably larger than anticipated. Pathological 
examination of the material revealed a crucifix 
measuring 4 by 7 mm. embedded in the tissue, and 
a diagnosis of carcinoma was made. Exploratory 
thoracotomy was done, and revealed an inoperable 
anaplastic carcinoma of the right middle lobe. The 
carcinomatous tissue was found to involve the peri- 
cardium, the great vessels and mediastinal lymph 
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nodes. Postoperative convalescence was uneventful. 
The patient did not give any preliminary history 
of a foreign body, but following the biopsy, further 
questioning revealed that about six years previously 
he had lost a small metal crucifix, which he thought 
that he had swallowed. 

Fisher states that carcinoma of the trachea is 
rare. It usually arises in the lower third of the 
trachea and is of the squamous-cell type. It is a 
highly malignant growth that develops insidiously. 
The diagnosis of tracheal neoplasm can be made only 
by direct tracheoscopy and removal of a piece of 
the tissue for microscopic study. There seems to be 
only one satisfactory type of treatment in these 
cases. This consists of electrocoagulation of the 
growth through the bronchoscope, with the tumor 
under direct vision. The electrocoagulation should 
be followed by irradiation of the tumor with roent- 
gen rays of high voltage. 

Pierson" reports a case of primary carcinoma of 
the trachea treated with radium. A man of sixty- 
one who had intermittent bouts of severe cough, 
dyspnea, suffocation and moderate hemoptysis for 
three years was found to have a primary adeno- 
carcinoma of the trachea. An attempt to prove its 
histogenic origin from aberrant thyroid tissue by 
the use of radioactive iodine was unsuccessful. After 
removal of as much as possible of the tumor through 
the bronchoscope, the remnant was treated by 
radium applied within the trachea. Two years after 
treatment there were no subjective or objective 
evidences of tumor. 

In a symposium on bronchiogenic carcinoma, 
Tinney" discusses the clinical features, remarking 
that, unfortunately, bronchiogenic carcinoma does 
not have characteristic symptoms. The symptoms 
are the same as those produced by any pulmonary 
inflammatory disease and depend essentially on 
the size and location of the tumor. Cough was an 
early symptom in 81 per cent of the cases in Tin- 
ney’s series. Dyspnea in cases of bronchiogenic 
carcinoma is caused either by obstruction of the 
bronchial lumen and atelectasis or by development 
of pleural effusion. When dyspnea is associated 
with wheeze, an incorrect diagnosis of asthma is 
often made. Hemoptysis occurred in 53 per cent 
of the cases. Because of hemoptysis a number of 
patients were erroneously thought to have pul- 
monary tuberculosis. Pain occurred in 54 per cent 
of the cases. Loss of weight was noted in 71 per 
cent but is of no significance for early diagnosis. 

Although hoarseness was noted in only 8 per cent 
of the cases, it is an important symptom, because 
it means that the lesion is inoperable, having spread 
to the mediastinum, with involvement of the recur- 
rent laryngeal nerve. There were no symptoms 
referable to the respiratory system in 5 per cent of 
the cases. The lesions were discovered in this group 
during a general physical examination that included 
a roentgenogram of the thorax. In 70 per cent of 
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the cases, — those in which an adequate follow-up 
study was available, — the average duration of life 
after the diagnosis was established was six months. 
The average duration of life from the onset of symp- 
toms was fourteen and a half months. This de- 
plorable delay in diagnosis is the most significant 
factor in the poor prognosis of bronchiogenic car- 
cinoma. In this series the prognosis was not in- 
fluenced by the type or grade of tumor. 

Moersch" discusses the diagnostic aspects of 
bronchiogenic carcinoma, pointing out that a nega- 
tive roentgenogram of the thorax does not rule out 
cancer of the lung. He therefore believes that it is 
important to remember that if a patient gives a 
history suggestive of carcinoma of the lung, even 
though the physical findings and roentgenograms of 
the thorax are essentially negative, further diagnostic 
procedures are justified. Bronchoscopy is one of 
the most important aids to diagnosis of carcinoma 
of the lung and offers the easiest and probably the 
most accurate method of early diagnosis. In 92 per 
cent of the cases in which bronchoscopy was per- 
formed, the diagnosis was made from tissue ob- 
tained through the bronchoscope. 

Brindley'® reports on the surgical aspects of 
bronchiogenic carcinoma, giving the results of 
pneumonectomy in 43 cases and lobectomy in 2. 
Seven patients (16 per cent) died in the first twenty- 
four hours after operation; 7 additional patients 
died in the hospital after the operation. One pa- 
tient died three months after the pneumonectomy 
was performed. One patient is known to have had 
a recurrence of the tumor in the pleura nine months 
after operation. No correspondence or further ex- 
amination was obtained in 4 cases. All the other 
patients were alive and without known recurrence 
of the lesion when last heard from or at the time of 
their last examination. 

In a discussion of this symposium on bron- 
chiogenic carcinoma, Clagett!” notes that improved 
results from the surgical treatment of carcinoma of 
the lung must come — as they must for carcinoma 
in all locations of the body — from earlier diagnosis 
of the disease. Competent surgeons should not hesi- 
tate to perform an exploratory operation on the 
thorax. During the summer of 1943, Clagett per- 
formed pneumonectomy in at least 5 cases in which 
a positive diagnosis was not made beforehand, and 
in every one the suspected carcinoma was found and 
the lesion was removed. If he had awaited a posi- 
tive diagnosis in these cases, the lesions would have 
become inoperable. He states that it is impossible 
to lay down any hard and fast rules to govern indi- 
cations for thoracic exploration in cases of proved 
or suspected carcinoma of the lung. There should be 
roentgenographic and bronchoscopic evidence of a 
pulmonary lesion, and every attempt should be made 
to rule out other pulmonary conditions, such as 
lung abscess, bronchiectasis and tuberculosis. The 
patient should be in good general condition; the 
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heart and the opposite lung should be essentially 
normal. Probably’ few patients beyond sixty-five 
years of age are suitable for operation, although 

asionally patients up to seventy years of age 
have been successfully operated on. Age alone does 
not necessarily contraindicate surgical intervention 
provided that the patient’s general condition other- 
wise warrants it. He adds that, unfortunately, car- 
cinoma of the lung tends to metastasize early and 
widely. In the series studied by Tinney,!® metastatic 
lesions had been found in almost every part of the 
body. Every attempt to rule out the presence of 
metastatic carcinoma should be made. Involvement 
of nerves, such as the recurrent laryngeal or phrenic 
nerve, involvement of the brachial plexus or any 
indication of nerve injury usually means inoperabil- 
ity, as does also pleural effusion, particularly if it 
is bloody. The patient should not be denied thoracic 
exploration if a reasonable chance exists that the 
lesion can be removed. Too often it is found at the 
time of operation that the lesion has spread beyond 
operable limits. The resectability rate at the time 
of thoracic exploration, however, is about the same 
as that in cases in which exploration is performed 
for carcinoma of the stomach. 

Pohle and Siris'® believe that there is no question 
regarding the palliative value of cautiously applied 
x-ray therapy in the treatment of carcinoma of the 
bronchus. In rare cases, even in the presence of 
metastases, a five-year survival may be achieved. 

Fermont!® reports a seven-year cure in a case of 
carcinoma of the bronchus treated by radon seeds 
inserted through the bronchoscope. The growth 
was found by bronchoscopy to be obstructing the 
dorsal division of the bronchus of the right lobe. 
Biopsy showed squamous-cell carcinoma. Six and 
a half years after the treatment, the patient was 
readmitted, at which time bronchoscopy showed a 
slight general constriction of the bronchus of the 
right lower lobe at the level of the middle-lobe 
orifice. Biopsy showed no evidence of growth. The 
patient improved on conservative treatment and 
was able to resume his work. I cannot help wonder- 
ing in this case whether the tumor was not in all 
probability an adenoma, rather than a carcinoma, 
for it has been noted elsewhere in this review, as well 
as previously, that sometimes a pathologist is 
unable to make the differential diagnosis between 
adenoma and carcinoma on a small bronchoscopic 
biopsy. 

Rienhoff?® has evaluated the present status of 
primary carcinoma of the lung. In his experience, 
second to the roentgenogram in importance in yield- 
ing information that is helpful in arriving at a definite 
diagnosis is bronchoscopy. In fact, either by direct 
vision or biopsy or both, a positive diagnosis of 
primary carcinoma of the lung can be made only 
in this manner. In 61 per cent of the patients in 
this series a bronchiogenic carcinoma was seen by 
this method and a positive biopsy specimen was 
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secured. In 39 per cent the bronchoscopy was nega- 
tive. He quotes Graham as having been able to 
establish a positive diagnosis in 75 per cent of the 
cases in his series and states that Ochsner believes 
that positive bronchoscopy parallels hilar involve- 
ment in 70 to 85 per cent of cases. A pulmonary 
growth in the periphery or even hilar lesions con- 
fined to the upper lobes may be beyond the vision 
of the bronchoscopist. Valuable information can 
be elicited by bronchoscopy even when the growth 
cannot be seen, such as fixation or deformity, or 
both, owing to pressure on any visible portion of the 
bronchial tree. The presence of blood or purulent 
discharge*from certain bronchi serves as a lead. In 
this series of cases there were no untoward results 
during or after bronchoscopies, and in the hands of 
experts Rienhoff believes that the patients have 
little if any discomfort. In conclusion he states that 
primary carcinoma of the lung, otherwise a fatal 
disease, can be satisfactorily treated by surgical 
removal of the entire organ. Surgical measures 
short of total pneumonectomy are not efficacious. 
Postoperative mortality and longevity are at least 
as good as, if not better than, the postoperative re- 
sults following the surgical treatment of carcinoma 
of other organs. 


Tuberculosis 


Of 115 cases of active pulmonary tuberculosis 
studied by Huang”! at autopsy, 43 per cent showed 
evidence of tracheobronchial tuberculosis. This 
author believes that all bronchial tuberculosis is 
secondary to pulmonary tuberculosis. Direct im- 
plantation of tubercle bacilli from open cavities of 
the lungs to the mucous membrane or mucous glands 
seems to be the most plausible explanation for the 
majority of cases. Tuberculous ulceration is the 
predominating lesion of the respiratory tract in 
fatal cases. 

Salkin, Cadden and Edson® examined broncho- 
scopically 622 cases of pulmonary tuberculosis. Ten 
per cent showed a tuberculous lesion on the first 
examination, and another 5 per cent eventually 
showed positive bronchial findings. The cases with 
a positive sputum and a cavity had an incidence 
three times as high as that of those with a negative 
sputum and no cavity. Tuberculosis of the lower 
lobe showed three times as much bronchitis as did 
that of the upper lobe. This phenomenon may be 
due to the greater endoscopic visibility of the lower- 
lobe bronchus and the stagnation of positive sputum 
there. One can expect a greater incidence of tracheo- 
bronchial tuberculosis in cases with laryngeal tuber- 
culosis, and the reverse is also true. In over two 
thousand bronchoscopies in this study, only 1 case 
showed a spread of the disease that might be at- 
tributed to the procedure. Three or 4 per cent of 
the cases showed a drop in a previously existing 
fever, apparently owing to the greater ease of ex- 
pectoration and improved aeration. Quite a number 
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of patients asked for another bronchoscopy because 
they thought that it facilitated expectoration, 
lessened cough and improved breathing. The use of 
local therapy in bronchitis is one of the most de- 
batable points of the entire subject. The experience 
of these authors leads them to believe that local 
treatment is of value, but one must remember that 
about three fourths of all cases heal spontaneously 
if the disease in the parenchyma is controlled. Treat- 
ment should be especially applied to the remaining 
' patients, who do not do well when the parenchymal 
lesion is inactivated or when such complications 
occur as an undesirable stenosis, an accessible 
focus of hemorrhage, severe cough, difficllty in ex- 
pectoration or attacks of dyspnea. Cases with 
tracheobronchial tuberculosis show a severer clinical 
course and have a poorer prognosis than do those 
with normal bronchi. 

In contrast to the findings of the above authors, 
Radner® has noted a number of postbronchoscopic 
reactions in pulmonary tuberculosis. He concludes 
as follows: 


The subject of tuberculous tracheobronchitis is of 
tremendous interest to the phthisiologist and thoracic 
surgeon. The trend toward routine bronchoscopic examina- 
tion of all patients admitted to the sanatorium is not 
without its disadvantages. Limitation of bronchoscopy to 
the indications described will suffice to take care of almost 
all cases requiring treatment. Eleven cases have been 
collected from the American literature in which spread 
of disease following bronchoscopy is mentioned. Not 
in all instances did the authors feel definitely that bronchos- 
copy was directly responsible for the spread. In a study 
of one hundred and eighty-three bronchoscopic examina- 
tions made on patients with pulmonary tuberculosis the 
following findings were obtained, indicating that bronchos- 
copy is not an innocent procedure: (1) Eighteen broncho- 
scopic examinations were followed by immediate post- 
bronchoscopic fever, to which little significance can be 
attached. (2) Twenty-six bronchoscopic examinations 
were followed by a secondary rise in temperature, appear- 
ing between the tenth and sixteenth postbronchoscopic 
day, lasting fourteen to twenty-one days. (3) Twenty-one 
bronchoscopies were followed by minimal infiltrative spread 
as seen on roentgen films. (4) Five bronchoscopic examina- 
tions were followed by atelectasis of a lobe or lung. In 
this series, the number of patients who developed fever and 
spread of lesions following bronchoscopy is beyond ex- 
planation by coincidence. As a result of these findings it 
is suggested that: (1) Patients bronchoscoped prior to 
thoracoplasty should have their examination preferably 
three weeks in advance with a new roentgen film of the 
chest before surgery. This will eliminate some of the post- 
operative spreads chat may be seen following thoracoplasty 
which are unjustifiably attributed to surgery. (2) The in- 
terval between bronchoscopic examination or treatments 
should not be less than six or eight weeks to allow for sub- 
sidence of any reaction resulting from previous treatments. 
(3) The disturbance of the cough reflex is very likely asso- 
ciated with the febrile reaction and extension of disease 
reported above. To minimize this, prebronchoscopic medi- 
cation should preferably be limited to short-acting drugs 
and intratracheal anesthesia avoided whenever possible. 


Davies™* in a discussion of the treatment of 
tracheobronchial tuberculosis states that the aim of 
local treatment is twofold: first, to promote the 
healing of ulcerations in the tracheobronchial tree; 
and second, to prevent or minimize stenosis. He be- 
lieves that the silver nitrate cautery aids in the heal- 
ing of tuberculous ulcers in the human bronchi and 
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trachea by preparing the ulcer base to receive and 
support the ingrowing epithelium. This may per- 
haps be accomplished by reducing granulations and 
combating secondary infection. He does not believe 
that it has anything to do with the tuberculous 
nature of the lesion. Since silver nitrate has been 
widely and successfully used for many years to pro- 
mote healing of dirty, granulating, superficial ulcera- 
tions in other parts of the body, it is not surprising 
that it should be effective in the treatment of similar 
lesions in the tracheobronchial tree. The epithelializa- 
tion of tracheobronchial ulcers is important in that 
it removes one and often the only source of bacilli 
in the sputum, thus preventing bronchiogenic’ dis- 
semination of tuberculosis and further bronchial or 
tracheal infection by implantation. It is also evi- 
dent that epithelialization prevents a further increase 
in the size and extent of the ulcer. This may be 
helpful in preventing a localized ulcer from even- 
tually involving the whole circumference of the bron- 
chial lumen. In the bronchus, as in other hollow 
organs, circumferential ulceration is likely to be 
followed by serious stenosis, because of the concen- 
tric contraction of the fibrous tissue that is laid 
down as part of the repair process. It is Davies’s 
opinion, however, that in 19 of his: 26 cases local 
therapy was of considerable importance. In 2 of the 
remaining 7 cases, which were seen early in the 
course of the study, the local therapy employed was 
grossly insufficient by his present standards, only 
10 per cent silver nitrate having been used, and that 
at intervals of a month or six weeks. Those col- 
lected cases in which local therapy was not used 
showed 31 (26 per cent) of 121 patients dead and 
13 cases (11 per cent) classified as “healed,” ‘“‘well”’ 
and so forth. Combination of Davies’s results with 
those collected from the literature in which local 
therapy was used shows 83 (39 per cent) of 215 cases 
“arrested,” “healed” or “well” and 29 patients (13 
per cent) dead. There is less than one chance in 
two thousand, considering arrested cases, and less 
than one chance in two hundred, considering deaths, 
that such a difference in results is solely accidental. 
The author advises the following treatment: com- 
plete bed rest in 2 sanatorium and a diet adequate 
in all essentials; relief of symptoms by a warm, 
humid atmosphere, adequate fluid intake, postural 
drainage and the use of expectorants, antispasmodics 
and barbiturates as necessary; persistent broncho- 
scopic cauterization of all accessible ulcerated 
lesions at biweekly intervals, preferably with a 
30 per cent solution of silver nitrate; use of collapse 
therapy if the parenchymal lesion by itself demands 
collapse or if a main or lobar bronchus is seriously 
obstructed and if the obstruction cannot be promptly 
relieved; complete thoracoplasty as the proce- 
dure of choice if collapse is indicated; and in a 
few exceptional cases, lobectomy, pneumonectomy 
or open-cavity drainage when more conservative 
measures have failed. 
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Bronchoscopy in the Armed Forces 


In a report on the trends and practices in thoracic 
surgery in the Mediterranean theater, Churchill® 
has found bronchoscopic or catheter tracheo- 
bronchial aspiration increasingly useful to clear the 
respiratory passages of blood and secretions. Unless 
this is done, he says, oxygen administration and 
transfusion are of little avail. 


Postoperative Use of the Bronchoscope 


Garlock?® emphasizes the importance post- 
operatively of employing bronchoscopy to relieve 
the patient of tenacious secretions. He considers 
that it is often a lifesaving procedure. 


Postlobectomy Lobar Collapse 


Sampson and Collis?” believe that bronchoscopy 
is important in postlobectomy lobar collapse. In 
practice they have found that only one bronchos- 
copy is required in adults, although recollapse may 
occur in children, necessitating further instrumen- 
tation. It was found that even on the first or second 
postoperative day these patients stood bronchoscopy 
without being upset; in fact, many immediately 
felt better. The procedure was always done in the 
operating room under a local anesthetic. By laying 
the patient on the unaffected side the bronchoscope 
could be introduced through the side of the mouth 
into the affected lung with remarkable ease. In 
fact, it was these authors’ experience that it is 
easier to use the bronchoscope on these patients 
than on the usual run of patients. This is thought 
to be due to the greater ease with which they can 
relax. Sampson and Collis conclude that from 
several aspects postlobectomy lobar collapse is a 
serious complication; that it is due to the ob- 
struction of the bronchi with pus in association 
with certain mechanical alterations in the shape of 
the bronchial tree after lobectomy; that the longer 
this pus is left plugging the bronchi, the deeper it 
will pass into the lung and the more permanent will 
be the condition; that once collapse occurs it should 
be treated immediately by bronchoscopic aspiration, 
the results of which are highly satisfactory; and that 
postural measures give rise to some hope of reducing 
the incidence of the condition. 


Lung Abscess 


Brantigan and Looper® studied 122 cases of lung 
abscess, collecting from the literature 34 cases of 
patients who had received primary lobectomy for 
lung abscess. There were 7 deaths. The technic of 
Churchill*® *° was used. Preoperative preparation 
included diet, bronchoscopic drainage, chemo- 
therapy and blood transfusion. 


Hemoptysis in Mitral Stenosis 


Ferguson, Kobilak and Deitrick®! believe that 
mitral stenosis causes dilatation of the bronchial 
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veins in the submucosa of the larger bronchi as a 
result of the establishment of a collateral flow 
through them. In mitral stenosis, when infarction 
and acute pulmonary edema are not present, hemop- 
tysis is probably due to bleeding from these dilated 
veins. Eleven cases of rheumatic heart disease 
studied by a special method of injection of par- 
ticulate matter into the pulmonary veins indicated 
the presence of direct venous connections between 
the bronchus and pulmonary veins in men of all 
ages. 


Agenesis of Lung 


Valle and Graham® report a case of agenesis of 
the lung proved during life by exploratory opera- 
tion, and another case not proved but with an almost 
certain diagnosis. In the first case, bronchoscopy 
showed a normal larynx and a trachea twisted and 
distorted and shifted toward the left. The left 
main stem bronchus was completely obstructed 2 
cm. below the carina. A blind pocket at the end of 
this bronchus appeared to be ‘covered with 
epithelium, and there was no definite evidence of 
tumor. The right bronchial tree was normal. 
Thoracotomy showed that the only vestige of the 
left lung was a short bronchial stump with no lung 
tissue. The thymus gland was absent. No ab- 
normalities were noted, and the chest was closed. 
In the second case, the trachea was displaced to the 
left. The right bronchial tree was seen to be normal 
but the left main bronchus was completely ob- 
structed about 1 cm. below the carina. In a dis- 
cussion of the 38 proved cases reported in the litera- 
ture, Valle and Graham say that bronchoscopic 
studies will reveal a block of the main stem bronchus 
a short distance from the carina provided a rudi- 
mentary main stem bronchus is present on the 
affected side. In the literature most of the cases 
were diagnosed after death, but this is probably due 
to the fact that the majority were reported before 
the bronchoscope and bronchograms were so widely 
used, or used at all, in the diagnosis of chest lesions. 
At present, exploratory thoracotomy, which can 
be performed quite easily and without too much ~ 
risk for the patient, is a possible means of posi- 
tively diagnosing this condition. The authors give 
a valuable table of the findings in these 38 cases. 
It is worthy of note that both their patients are still 
alive. One case, that of a forty-one-year-old woman, ~ 
was proved by an exploratory thoracotomy after 
a clinical diagnosis had been made of massive atelec-. 
tasis of the left lung due to complete block of the 
left main bronchus. The other case, that of a five- 
year-old boy, is presumed to have been agenesis of 
the lung since the physical examination showed 
asymmetry of the chest, absence of breath sounds 
and flatness to percussion on the left side. Also, 
the x-ray picture showed complete opacity on the 
left with displacement of the trachea toward that 
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ake and the bronchogram a complete block of the 
left main bronchus. A bronchoscopy was performed 
that confirmed these findings. 


Lung Changes in Electric Arc Welders ~° 


According to Sander,® it has become generally 
recognized that both acute and chronic lung changes 
may occur when welders are exposed to highly con- 
centrated fumes. Sander discusses 4 cases, stating 
that he has not found any remarkable degree of 
bronchitis in welders generally, even including those 
who have obviously had intense fume exposures. 

I recently had the opportunity to doa bronchoscopy 
on a patient exposed to the fumes of electric arc 
welding and found a slight chronic bronchitis. Fol- 
lowing bronchoscopy the patient was completely re- 
lieved of his former symptoms, namely, sensation 
of a lump and irritation in throat, cough, wheeze, 
dyspnea and choking. He was convinced that the 
bronchoscopy had cured him. It is my opinion, 
however, that elimination of welding fumes is the 
real reason that he feels so well at the present time. 

Sander concludes as follows: Electric arc welding 
that is done in large rooms,and where the fumes are 
-not allowed to concentrate excessively near the 
breathing level does not cause any lung changes, 
even after many years of work. Excessive inhalation 
of concentrated fumes, especially in confined and 
unventilated spaces, may cause siderosis in the 
lungs in six to ten years. The siderosis so produced 
consists only of inert iron-pigment deposits in the 
lymphatics, without proliferation of fibrous tissue 
and without progressive changes after exposure 
is materially decreased. This siderosis does not 
predispose to tuberculosis or other lung infections, 
nor does it cause functional impairment of the lungs 
and therefore symptoms referable to the lungs. 
Acute irritative phenomena of the throat may occur 
with too prolonged confined work in dense clouds 
of fumes, but these appear to be transitory reactions 


leaving no residual impairment. Any respiratory - 


involvement may be prevented in welding, even with 

the most confined and prolonged work, if proper 
precautions are taken, either by adequate exhaust 
ventilation, ventilated helmets or positive-pressure 
respirators. 


(To be concluded) 
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PROCEEDINGS OF THE COUNCIL 
Special Meeting, January 31, 1945 


‘A SPECIAL meeting of the Council of the Mas- 

sachusetts Medical Society was called to order 

at 10:30 a.m. in John Ware Hall, 8 Fenway, Boston, 

on Wednesday, January 31, 1945, by the president, 

Dr. Elmer S. Bagnall, Essex North; 207 councilors 
were present (Appendix No. 1). 

The record of the meeting held on October 4, 1944, 
as published in the New England Journal of Medicine, 
issue of December 21, 1944, was presented by the 
Secretary. On a motion by Dr. John B. Hall, 
Norfolk, and a second by Dr. David Cheever, 
Suffolk, the record was approved by vote of the 
Council. 


Report OF EXECUTIVE COMMITTEE 


This report was presented by the Secretary. He 
said that the committee had reviewed a “basic 
general plan for a Massachusetts program for the 
care of children with acute rheumatic fever”’ as pre- 
sented by the Committee on Public Health. He 
added that this plan was presented in detail in the 
circular of advance information, which had been 
sent to each councilor. He said that the committee 
recommended the approval of this report provided 
certain qualifications which had to do with those 
permitted to act as consultants under the plan be 
deleted. These qualifications were represented by 
the following words which appeared in that part of 
the report which referred to this subject: “who are 
certified by or eligible for certification by the boards 
of their respective specialties.” 

‘The Secretary spoke of a communication which 
the committee had received from Dr. Jacob Fine, 
in which the latter sought to have adopted the fol- 
lowing amendment to the by-laws of the Massachu- 
setts Medical Society: 

Chapter V, Section 2), is hereby amended to read as 
follows: 

The Secretary of a District Society shall receive an 
application from a graduate of a discontinued medical 
school, a foreign medical school after the year 1933 or 
any medical school not approved by the Council only 
when the applicant has possessed a license to practice 
medicine in the United States or its territories for at 
least five years. A graduate of a foreign medical school 
on the approved list of the National Board of Medical 
Examiners prior to 1934 may apply for membership to 
the secretary of a district society if he has possessed a 
license to practice medicine for a minimum of five years. 

He called attention to Dr. Fine’s argument in sup- 
port of this proposal as it appeared in the circular 
of advance information (Appendix No. 2). 

In connection with the administrability of the 
proposed amendment the Secretary read the follow- 
ing letter from Mr. Everett S. Elwood, executive 


secretary of the National Board of Medical Examin- 
ers: 


Dear Dr. Tighe: 


The only list of the European medical schools that the 
National Board ever had has been the list prepared by the 
Examining Board in England. As you know, there has 
never been an appraisal of the medical schools in Europe 
by any accredited agency in this country. Dr. Rappleye, 
dean of the Columbia University Medical School, brought 
back some information zbout the so-called “extramural 
schools” of Scotland and Ireland which indicated that 
they were not up to the standards set for the approved 
schools in this country and we therefore discontinued 
accepting their graduates after 1939, as the enclosed resolu- 
tion will show. With this exception, our board has used 
the list of schools that were —— for admission to the 
examinations of the English Board, and until we stopped 
admitting graduates from the Continental schools of 
Europe we admitted to our examinations those whose 
credentials were satisfactory, if they had completed their 
work satisfactorily in a European school on the list of the 
English Board. 


our letter asks for a list before 1934. I enclose an extra 

copy, that we had on hand, of the pamphlet gotten out 

by the English Board in 1934. If I knew the particular 

school or schools to which you refer I could probably 
reply more satisfactorily. 

Very sincerel 

VERETT S. Etwoop, Executive Secretary 

National Board of Medical Examiners 

December 21, 1944 

The Secretary added that the committee 
unanimously recommended that the Council dis- 
approve Dr. Fine’s amendment. He moved the 
adoption of this recommendation. The motion was 
seconded by Dr. Cheever, and it was so ordered by 
vote of the Council. 

The Secretary spoke of a communication which 
had been received by the committee from Dr. 
Sidney C. Wiggin in which the latter requested that 
the Massachusetts Medical Society set up a Section 
of Anesthesiology. He referred the Council to this 
letter as published in the circular of advance in- 
formation. He said that the committee looked 
favorably on this petition and recommended to the 
Council that such a section be set up. He moved 
the adoption of the recommendation. This motion 
was seconded by Dr. Peirce H. Leavitt, Plymouth, 
and it was so ordered by vote of the Council. 

The Secretary said that the committee had re- 
viewed the report of the Committee on Public Rela- 
tions and approved the recommendations contained 
in this report. 

He said that the committee had reviewed the 
report of the Committee Appointed to Confer with 
the Massachusetts Hospital Association and recom- 
mended to the Council that this report be referred 
back to its source for clarification. 

The Secretary said that the committee noted that 
the President had created a Committee on Council 
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Rules. He reported that the Executive Committee 
approved of this act of the President and recom- 
mended that the Council do likewise. He moved the 
adoption of this recommendation. This motion 
was seconded by Dr. Guy L. Richardson, Essex 
’ North, and it was so ordered by vote of the Council. 

He said that the Executive Committee had re- 
viewed the report of the Committee on Council 
Rules and approved the recommendations con- 
tained therein, seeing in these recommendations 
a means of shortening, facilitating and making more 
orderly the conduct of the business of the Council. 

He said the Executive Committee had reviewed 
the report of the Committee on Maternal Welfare 
and approved it. 

He next reported on the questionnaire concerning 
the establishment of a Postwar Loan Fund for the 
use of those of our members after their retirement 
from the armed services. He said that 4609 ques- 
tionnaires of the following character were sent out: 


THE POSTWAR LOAN FUND 

1. The only objective of the Postwar Loan Fund is to make avail- 
able immediate financial assistance to those members of the Massachu- 
setts Medical Society who, having served in the present World War, 

on separation from the service, are in need of temporary financial aid. 
To establish this fund it is proposed to levy an assessment on 
all those members of the Society not privileged to serve in the armed 
forces during this War. While the amount of the a and its dura- 
tion will be determined by the Council of the Massachusetts Medical 
Society, the Committee on Postwar Loan Fund has recommended 
that this fund be raised by an assessment of $10.00 on all the members 
heretofore described. It is to be understood that this assessment will 
ave the same force as any assessment authorized by the Council in 

accordance with the by-laws of the Society. 

..The procedure of application to the fund will be simple and will 
entail no endorsees. The interest charge will be nominal. It will also 
be confidential between the applicant and a committee, to be appointed 
by the President. 

4. In establishing such a plan we shall be privileged to serve those 
of our members who are serving us during these trying days. 

5. Please indicate your opinion with reference to this fund on the 
peer naem and maii it immediately, certainly on or before December 


PLEASE RETURN THIS BALLOT 


I Pog approve of the Postwar Loan Fund. 


No unsigned ballots will be counted. Your ballot is confidential. 


He added that 1897 post cards had been returned: 
1457, or 76.8 per cent, approved, 374, or 19.7 per 
cent, disapproved, and 66 were blank. 

The Secretary, in continuing to refer to this mat- 
ter, said that the Executive Committee noted that, 
in the report originally offered by the Committee on 
Postwar Loan Fund, no recommendations were 
made as to the final disposition of the monies raised 
under these auspices. 

There were those, he added, who thought that 
such funds, after they had served the original pur- 
pose for which they had been gathered, might be 
used to set up in the Society a permanent benevolent 
fund for the purpose of easing the burden of those 
of the fellows, or of their dependents, who had fallen 
on evil times. 

He said that the use of the Society’s funds as a 
means of financing the enterprise proposed by the 
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Committee on Postwar Loan Fund was also dis- 
cussed and that, although no conclusions were ar- 
rived at by the Executive Committee in these mat- 
ters, it recommended to the Council that the report 
originally offered be referred back to the Com- 
mittee on Postwar Loan Fund for recommendations 
with regard to them. 

The Secretary said that the Executive Committe 
reviewed the report of the Committee on Finance 
and approved it subject to certain corrections, 
which had since been made. 

He said that the Executive Committee reviewed 
the report of the Committee on Postwar Planning 
and approved it. . 

He said that the Council, at its meeting February 
5, 1941, authorized a clfange in the type of diploma 
which is issued to those who become members of the 
Massachusetts Medical Society. This authoriza- 
tion assumed that the supply of diploma forms then 
on hand be used until exhausted, which point was 
about to be reached. 

The Executive Committee had inspected the new. 
diploma and did not believe that it represented an 
improvement on the old one. It was thought that 
the new form was not well balanced as a document 
and that it was devoid of artistic merit. The Execu- 
tive Committee therefore recommended that the 
Council rescind its action of February 5, 1941, and 
that the old form be continued. The Secretary 
moved the adoption of this recommendation. This 
motion was seconded by Dr. Leavitt, and it was so 
ordered by vote of the Council. 

He added that the committee had approved of 
certain ad interim appointments made by the 
President. 

He moved the adoption of the report as a whole. 
This motion was seconded by Dr. Cheever, and it 
was so ordered by vote of the Council. 


Reports OF STANDING COMMITTEES 


Committee on Publications — Dr. Richard M. Smith, 
Suffolk, chairman. 


This report (Appendix No. 3) was offered by the 
chairman, who expressed the committee’s great sense 
of loss in the death of Dr. William B. Breed. 

He said that the committee had invited Colonel 
Walter Bauer, medical consultant to the Eighth 
Service Command, to deliver the Shattuck Lecture 
and that the latter had accepted subject to exigen- 
cies of military duty. 

He added that the committee recommended that 
a directory of the fellows of the Society be pub- 
lished in 1945, that the issue be limited to 500 copies 
and that not more than $1500 be appropriated for 
this purpose. : 

Dr. Smith bespoke the committee’s deep apprecia- 
tion of the efficient manner in which the affairs of 
the Journal had been handled by the editor, Dr. 
Robert N. Nye: Miss Davies, the assistant editor, 
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and her assistants were also commended in the 
report. 

Dr. Smith said that, during 1944, 6109 new “‘out- 
side” subscriptions had been added and that this 
figure was 42 per cent greater than that of 1943. He 
said that 4221 of these were regular, and that 1888 
were student subscriptions. He said that there were 
many cancellations but that the net increase was 
2394 regular, and 357 student. He added, as being 
specially noteworthy, the fact that of the 1531 
student subscriptions that had expired, 674 had been 
renewed at the full rate. : 

He said that, as of December 31, 1944, the Journal 
had 14,885 subscribers and that this did not in- 
clude 337 copies that were sent once each month 
to the members of the New Hampshire Medical 
Society. 

He said that the operations of the Journal during 
1944 resulted in a net loss of $7937, which is partly 
balanced by an appropriation of $7900 from the 
Society. He added that the net cost to each mem- 
ber in 1944 was $1.81 as compared with $1.30 in 
1943, and that this was so because of increased costs 
of printing and binding. 

Dr. Smith said that 194 manuscripts had been 
considered by the Editorial Board during the year 
and that 151 were accepted. He added that the 


-committee believed that a cut in pagination was 


more desirable than the acceptances of papers that 
do not meet the standards set by the board. He 
said that shortage of paper continues to represent 
a problem. 

He spoke of the fact that a change had been made 
a year ago in the firm responsible for printing. It 
was hoped that this would overcome some of the 
difficulties that had been present in previous years. 
The problems, however, are still present, he added. 

Dr. Smith spoke of a survey that had been con- 
ducted among the subscribers outside of Massachu- 
setts for the purpose of determining the most popu- 
lar features of the Journal. Those approached in 
this survey were also asked if they would subscribe 
to the progress reports if the latter were printed as 
a quarterly publication. Subscribers in Connecticut, 
Ohio, Texas, Oregon and Washington were polled. 
The majority indicated approval of the Journal be- 
cause of its total content. The response to the ques- 
tion concerning the quarterly publication of the 
progress reports .appeared to indicate that this 
would be a successful undertaking. 

Dr. Smith said that the revenue from advertising 
during 1945 promises to be larger and that the net 
cost to the Society should be lower. 

He added, finally, that the accounts of the Journal 
had been audited and found to be in order. 

During the course of this report Dr. Smith showed 
a slide to illustrate certain facts contained in the 
report. 

Dr. Smith moved the acceptance of the report and 
the adoption of the recommendations. This motion 
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was seconded by Dr. Cheever, and it was so ordered 
by vote of the Council. 


Committee on Arrangements — Dr. Roy J. Heffernan, 
Norfolk, chairman. 


This report, which was offered by Dr. Heffernan, 
is as follows: 


The Committee on Arrangements has held a number of 
meetings throughout the fall and early winter. As a result 
of these conclaves a varied and interesting program has 
been arranged for the annual meeting on May 22, 23 and 24, 
at the Hotel Statler, Boston. 

e have been particularly fortunate in securing the 
active co-operation of the medical departments of the 
United States Army. Three of our speakers are from the 
Surgeon General’s office, and another is the director of the 
Army Pathological Museum. We feel that the program 
will be of interest to all the members of our society but 
particularly to the general practitioner, for whom it is pre- 
eminently planned. 

The sale of space to technical exhibitors has exceeded 
all poses records. Ten thousand, six hundred and twenty 
dollars’ worth of space have been sold, and over $6451.50 
is now in the hands of your treasurer. This splendid 
achievement is due almost entirely to the energetic efficient 
management of this department by Mr. Robert Boyd. 

Your committee is, of course, aware of the recent ruling 
of the O. D. T. forbidding meetings not connected with the 
war effort. We have a strong conviction, however, that our 
annual meeting is justified in view of our close co-operation 
with the armed services and other governmental agencies, 
and because the need for postgraduate instruction and 
demonstration is greater at this time than ever before. In 
due time we shall apply for permission to hold the meetin 
in its regular form, and our future activities will be governe 
by the result of that application. 


Dr. Heffernan moved the adoption of the report. 
This motion was seconded by Dr. Hall, and it was 
so ordered by vote of the Council. 


Committee on Ethics and Discipline — Dr. Ralph R. 
Stratton, Middlesex East, chairman. r 
No report. 


Committee on Medical Education — Dr. Robert T. 
Monroe, Norfolk, chairman. 
No report. 


Committee on Membership — Dr. Harlan F. Newton, 
Suffolk, chairman. 
No report. 


Committee on Public Health — Dr. Roy J. Ward, 
Worcester, chairman. 


Dr. Ward offered the report (Appendix No. 4) 
as it appeared in the circular of advance informa- 
tion and moved the approval of the rheumatic-heart- 
disease program as submitted therein. This motion 
was seconded by Dr. Leroy E. Parkins, Suffolk. 

Dr. Donald Munro, Suffolk, moved as an amend- 
ment the adoption of the recommendation of the 
Executive Committee. (This called for the ap- 
proval of the report provided the following phrase 
was deleted: “who are certified by or eligible for 
certification by the boards of their respective special- 
ties.”) This amendment was seconded by Dr. 
Richardson. 
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Dr. Helen S. Pittman, Suffolk, asked why the 
Executive Committee recommended the deletion 
of this phraseology. 


Dr. Munro replied that such boards were not 
sufficiently established in the eyes of the public at 
large and particularly in the eyes of the general 
practitioner, who sees the majority of the cases of 
rheumatic heart disease, to warrant limiting the 
choice of consultants to this group. 


The amendment was adopted by vote of the 
Council. 


Dr. Ward’s motion to adopt the report, as 
amended, was likewise ordered by vote of the Council. 


Dr. Ward said that Chapter VII, Section 11, of 
the by-laws of the Massachusetts Medical Society 
state that the Committee on Public Health “shall 
foster the knowledge of the prevention and treat- 
ment of disease by any appropriate measures.” He 
added that, under this definition, his committee had 
felt justified in entering into a study of the matter 
of transfusions and that with this end in mind the 
following subcommittee had been appointed: William 
Dameshek, chairman, Geoffrey Edsall, William 
Freeman, Charles A. Janeway, George L. Schadt, 
George Maclver, Joseph Ross and Benjamin F. 
Andrews. 


Dr. Ward submitted the following report issued 
by the subcommittee: 


The first meeting of the Subcommittee on Transfusions 
of the Committee on Public Health was held on Wednesday, 
January 24, and was attended ty Drs. William Dameshek, 
chairman, Geoffrey Edsall, William Freeman, Charles A. 
Janeway and Elmer S. Bagnall. 


It was the opinion of the committee that a review of the 
_ transfusion situation in the Commonwealth was greatly 
to be desired, with particular reference to reactions, 
methods of typing and cross matching, the types of per- 
sonnel involved and so forth. Having once obtained a 
general idea of these data by means of questionnaires, it 
might then be desirable for the Society to participate in 
an educational campaign, preferably with the collaboration 
of the Massachusetts Department of Public Health. 
Educational features might include a rather detailed in- 
struction booklet for use by hospital physicians and tech- 
nicians, systematically conducted talks by lecturers familiar 
with the subject, and short one-day or two-day refresher 
courses for technicians, the latter perhaps with the col- 
=o of the Commonwealth Fund and the Common- 
wealth. 


Dr. Edsall, representing the Department of Public 
Health, expressed his great interest in the objectives of 
the committee and welcomed its possible collaboration, 
particularly with respect to revision of the present regula- 
tions regarding transfusions, the standardization of typing 
serums and so forth. He believed that new regulations 
respecting transfusions and new developments relating 
to inspection and standardization of typing serums might 
well be a collaborative venture between the Massachusetts 
Department of Public Health on the one hand and the 
Massachusetts Medical Society, through this special sub- 
committee, on the other. 


It was finally concluded that this committee might func- 
tion in these four fields: the collection of information re- 
arding transfusions, blood grouping tests and trans- 
usion reactions; education of physicians and technicians 
by appropriate means; the development of facilities relat- 
ing to typing serums and so forth; and the standardization 
of regulations relating to transfusions. All these functions 
— made in collaboration with the Department of 
Public Health. 
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An appropriation of $200 would probably be sufficient 
to defray printing and mailing costs, particularly for the 
proposed questionnaire. 


Dr. Ward moved that, with the approval of the 
Committee on Finance, $200 be added to the budget 


_of the Committee on Public Health to provide for 


clerical help and postage for making this study. 
This motion was seconded by Dr. Richardson. 

Dr. George Leonard Schadt, Hampden, was recog- 
nized by the chair. He prefaced his remarks by 
assuring the Council that there was nothing per- 
sonal in what he was about to say. He pointed out 
that this matter was presented to the Council in 
October and defeated. He expressed surprise on 
the receipt of a letter from Dr. Ward saying that 
he, Dr. Schadt, had been appointed to a subcom- 
mittee of the Committee on Public Health which 
subcommittee would consider the matter of trans- 
fusions. He added that what he had to say might. 
therefore be considered in the nature of a dissent- 


minority report. 


He thought the setting up of a subcommittee by a 
committee of the Society in a matter that had been 
turned down by the Council was establishing a 
curious precedent. He expressed the thought that 
this was work that the Massachusetts Department 
of Public Health, and not the Massachusetts Medical 
Society, should engage in. 

Dr. Dameshek explained that, during the 
luncheon period at the October meeting of the Coun- 
cil, Dr. Ward had approached him and suggested 
that the Committee on Public Health was in- 
terested in this sort of thing and further suggested 
developing a subcommittee of his committee to 
look into this matter. He said such a subcommittee 
was established. He said that he was at a loss to 
understand the reaction against this sort of sub- 
committee. He expressed it as his belief that the 
Massachusetts Medical Society should be con- 
cerned with better practices and with the education 
of physicians. He added that the Society should 
likewise be concerned with the development of new 
technics in hospitals and with more or less super- 
vision of these technics. , 

He thought such a subcommittee could gather in- 
formation concerning the preliminary steps that 
should be used to safeguard transfusions, that the 
committee might draw up standards that could be 
used to further safeguard this procedure, that these 
standards might be set forth in a booklet and that 
talks and refresher courses to physicians and tech- 
nicians might further supplement the program. 

He expressed the hope that the motion would 
prevail. 

At that point, Dr. Charles E. Mongan, Middlesex 
South, asked two questions: “Is the transfusion of 
blood from one person to another a public-health 
function, and what is public health? Where does 
public health end and private health begin?” The 
President answered by saying that the questions 
flattered him. 
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Dr. Mongan moved that the matter be laid on the 
table. The motion was seconded by Dr. Lester M. 
Felton, Worcester, and it was so ordered by vote of 
the Council. This action was accomplished by a 
show of hands — 84 for the motion and 71 against. 


Committee on Society Headquarters — Dr. Frank R. 
Ober, Suffolk, chairman. 


This report (Appendix No. 5) was offered by Dr. 
Ober, who pointed out that more room will be 
needed for the facilities of the Society — notably 
for the information bureau and, as pointed out in 
Dr. Smith’s report, for the Journal. 

Dr. Ober moved the adoption of the report. This 
motion was seconded by Dr. Hilbert F. Day, Middle- 
sex South, and it was so ordered by vote of the 
Council. 


Committee on Medical Defense — Dr. Arthur W. 
Allen, Suffolk, chairman. 


No report. 


Committee on Finance—Dr. Francis C. Hall, 
Suffolk, chairman. 


This report (Appendix No. 6), as published in the 
circular of advance information and representing 
the budget for the year 1945, was presented by Dr. 
Hall, who moved its adoption. This motion was 
seconded by Dr. Cheever, and it was so ordered by 
vote of the Council. 


Committee on Industrial Health— Dr. Dwight 
O’Hara, Middlesex South, chairman. 


No report. 


Reports ON STATE-WIDE COMMITTEES 


Commitiee on Legislation — Dr. William E. Browne, 
Suffolk, chairman. 


Dr. Browne announced that the holding of the 
Council meeting a week ahead of schedule had 
made a written report impossible. 

Dr. Browne stated that Mr. Charles Dunn had 
been retained as counsel and that no contract had 
been entered into by the committee in this con- 
nection. He added that this left the committee free 
to make a change if it saw fit. He said that the 
committee was endeavoring to get the name of the 
family physician of each member of the Legislature 
and that some progress had been made in this 


direction. 


Dr. Browne then spoke of Bill 261. He explained 
that this bill provided for a system of sickness in- 
surance for those employed in industry. He added 
that the proposal would be compulsory from the 
standpoint of the employer and voluntary on the 
part of the employee and that the system thus set 
up would be administered by the Industrial Acci- 
dent Board. He said that he had been informed by 


counsel that this bill was not in conflict with the 
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Blue Shield. He said that the committee was not 
prepared to advise with regard to this bill but that 
“by the time it comes up for discussion in the 
Senate and House, we shall know more about, it and 
we trust that any action we may take will be worth 
while.” 

Dr. Browne next spoke of a bill sponsored by Dr. 
Leavitt, of Brockton. This bill, he added, had to do 
with the powers vested in medical examiners in the 
matter of autopsies. The proposed bill places the 
determination whether or not an autopsy shall be 
performed in the hands of the medical examiner. 
Dr. Browne said the committee approved the bill. 

He spoke of a bill that would make cancer a re- 
portable disease. He said that, although the bill 
was not without certain objections, he thought his 
committee would approve of it. 

Dr. Browne next referred to House Bills 415 and 
416 introduced on the petition of Dr. H. Quimby 
Gallupe. He said that, at its meeting held earlier 
in the day, the committee had voted to recommend 
to the Council disapproval of these bills. He ex- 
plained that Bill 415 would forbid anyone to take 
the examinations given by the State Board of Regis- 
tration in Medicine more than three times. He 
moved the adoption of this recommendation. This 
motion was seconded by Dr. Felton. 

Dr. H. Quimby Gallupe, Middlesex South, ex- 
plained reasons behind the two bills introduced by 
the Board of Registration in Medicine. He said 
that they were written by Dr. John Spellman for the 
purpose of obviating the practice of political pres- 
sure, which practice had placed past boards in 
trouble, and for the purpose of getting rid of those 
who obviously could never qualify. He said that 
only 40 per cent of those who took the examina- 
tion in November passed and that the 60 per cent 
who failed comprised those who had taken the 
examination “over and over and over again.” He 
said that Bill 416 would give the Board the right to 
examine a doctor whose license had been revoked 
and who had been away from the practice of medi- 
cine for a considerable time. 

He added that Bills 415 and 416 were not im- 
portant at the moment and that the Board would 
gladly set them aside if it could get complete sup- 
port for the more important bills that were before 
the Legislature. He explained that the latter bills 
would tear down the Medical Practice Act and that, 
if their proponents were successful, Massachusetts 
would go back even beyond the unenviable position 
that she occupied previous to 1936. Finally, he 
urged the Council’s support in defeating the bills 
introduced by the chiropractors, the osteopaths and 
those who favor substandard schools. 

Dr. Browne agreed that the bills introduced by 
the Board might be considered at a later time. 

Dr. Daniel B. Reardon, Norfolk South, said that 
his district was meeting with the legislators from 
that area on Thursday evening. He recommended 
this procedure to other districts. 
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Dr. Richard Dutton, Middlesex East, asked 
whether, if the Approving Authority was now in 
effect, it applied to all candidates eligible for ex- 
amination. Dr. Gallupe explained that those who 
entered a medical school after January 1, 1941, 
must graduate from an approved school. Otherwise, 
they are not permitted to take the examination 
leading to licensure in Massachusetts. In addition 
he pointed out that such graduates are not per- 
mitted to practice medicine anywhere in the United 
States. He said that the effective date of the present 
law was originally January 1, 1939, and that it was 
amended so as to give the substandard schools two 
years’ additional grace. He pointed out that there 
was a bill before the Legislature that would further 
postpone the effective date of this law until three 
years after the close of the present war. 

Dr. Paul J. Jakmauh, Norfolk, moved as an 
amendment to Dr. Browne’s motion that the com- 
mittee be instructed to ask leave to withdraw these 
bills and therefore give the committee further time 
to study and present the matter to us. This amend- 
ment was seconded by Dr. Merrill C. Sosman, 
Suffolk. 

The President called for the vote on this amend- 
ment, but before it could be completed Dr. Browne 
moved that the matter be tabled. This motion was 
seconded by Dr. Leavitt. 

Dr. Humphrey L. McCarthy, Norfolk, asked if, 
in the event that this motion prevailed, it would 
mean that the Council took no action on these bills. 
He was informed by the President that that was his 
conception of the situation. Dr. McCarthy pointed 
out that the Committee on Legislation voted 
unanimously to oppose these measures. He added 
that it was his belief that the chairman of that com- 
mittee should not instigate their being tabled. 

At that point Dr. Leavitt suggested that Dr. 
Browne withdraw his amendment saying that he, 
Dr. Leavitt, would make the same amendment on 
Dr. Browne’s withdrawal. He expressed the thought 
that this might be a more seemly way to present 
this type of motion to the Council. 

Dr. Browne did not acquiesce. He thought that 
there was merit in not having the Council go on 
record as opposed to matters that it might deem 
wise to favor in the future. 

At that point the President said, as a means of 
clearing the air, that he would entertain a motion 
of support for the Committee on Legislation. Dr. 
Schadt so moved. This motion was seconded by Dr. 
Leavitt, and it was so ordered by vote of the Council. 

Dr. Browne next referred to a bill introduced by 
a chiropodist, which would permit chiropodists to 
use a hypodermic syringe in the course of their pro- 
fessional activities. He said that his committee had 
opposed this bill and that it had been withdrawn 
after a hearing before the Committee on Public 
Health of the Legislature. 

Dr. Browne next grouped several bills that would 
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further postpone the operative date of the Approv- 
ing Authority. These bills would, he added, delay 
the operative date from one to three years after the 
termination of the present war. He said that the 
committee opposed the bills. 

Dr. Browne next referred to a bill that would 
create a State University Medical School. 

Dr. Browne spoke of a plan to form a committee 
of fifty-four to be miade up of the president and two 
others from each district society. He said that this 
plan included the thought that eighteen of this num- 
ber might wait on the Governor in case any of the 
bills, referred to as being opposed by the com- 
mittee, should get to him for his signature, and ex- 
plain why he should not sign them. 

Dr. Browne expressed his thanks for the help 
that he’had been given by Dr. Charles E. Mongan. 
He also spoke of the importance of having our mem- 
bers present at the hearings on these bills. He 
quoted a member of the Committee on Public 
Health as saying that the objectionable bills had 
a 50 per cent chance of going through. 

He referred to the so-called “Chiropractic Bill” 
and said that, in this connection, the committee 
stood for one single standard, which all should meet 
if they would practice the healing art. 

Dr. Browne moved that the Council extend its 
thanks to Dr. Brainard F. Conley, former chairman 
of the Committee on Legislation, for the years 
he had effectively put into the legislative work. 
This motion was seconded by Dr. Walter H. Pul- 
sifer, Plymouth, and it was so ordered by vote of 
the Council. 

Dr. Browne moved the adoption of the report. 
This motion was seconded by Dr. Pulsifer, and it 
was so ordered by vote of the Council. 

Dr. Browne said he made this motion subject to 
amending the report when it appeared in formal 
shape. 

The Council adjourned at 2:00 p.m. for luncheon 
and reconvened at 2:45 p.m. 


Committee on Public Relations —Dr. Albert A. 


Hornor, Suffolk, secretary. 
This report (Appendix No. 7) was offered by Dr. 


Hornor. 

In offering this report, Dr. Hornor said that the 
Committee on Public Relations had considered the 
question of policy to be followed in supplying advice 
to lay inquiries coming into a community about the 
selection of a family physician. He said that it was 
the opinion of the committee that all requests for 
information of this kind should be referred to the — 


~ secretary of the respective district society. 


He offered four recommendations, all of which 
he said had been approved by the Committee on 
Public Relations. The first was as follows: 

In view of the probability of not getting an ideal man 


now, the Society should not try to hire a publicity agent 
at the present time. 
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He moved the adoption of this recommendation. 
This motion was seconded by Dr. Cheever and it 
was so ordered by vote of the Council. 

The second was as follows: _ 


The secretary of the Society should instruct and en- 
eee the executive secretary of the Society to familiarize 
himself with medical publicity. 


Dr. Hornor moved the adoption of this recom- 
mendation.. This motion was seconded by Dr. 
George J. Connor, Essex North, and it was so ordered 
by vote of the Council. 

Dr. Hornor said that it was the unanimous 
opinion of the committee that the expense involved 
in the second recommendation should be charged 
to administration. He added that it was also the 
unanimous opinion of the committee that publicity 
for the annual meeting was the responsibility of the 
Committee on Arrangements. 

Dr. Hornor moved the discharge of the Sub- 
committee to Look into the Matter of Better Pub- 
‘ licity for the Massachusetts Medical Society. 
This motion was seconded by Dr. Richardson and 
it was so ordered by vote of the Council. ‘ 

Dr. Hornor in offering the third recommenda- 
tion reported the approval by the Committee on 
Public Relations of the following motion: 

That the Committee on Public Relations of the Mas- 
sachusetts Medical Society report to the Council of the 
Massachusetts Medical Society that this committee is 
in favor of finding and expanding common grounds of 
agreement with representative groups of the public and 
that a committee be appointed by the President with 


the end in mind of creating a better — understanding 
of the problems involved in good medical care. 


He moved the adoption of the recommendation con- 
tained in this motion. This motion was seconded 
by Dr. Richardson, and it was so ordered by vote 
of the Council. 

On behalf of the Committee on Public Relations 
Dr. Hornor moved the adoption of the fourth recom- 
mendation, which is as follows: 


The Committee on Public Relations, recognizing the 
Society’s obligation to further education of the public 
in regard to medicine, recommends to the Council that the 
president of the Society appoint a special committee, 
containing representatives of the Committee on Public 
Relations, Committee on Ethics and Discipline, Com- 
mittee on Publications, Committee on Public Health and 
any others that he desires, to further the education of the 
public in regard to medical questions, particularly through 
popular magazines. 


This motion was seconded by a councilor, and it was 
so ordered by vote of the Council. 3 

Dr. Hornor said that the following questions con- 
cerning industrial accidents had been referred to a 
subcommittee headed by Dr. Ellison: 


The abuse of the rules that an injured employee may 
have the services of a physician of his own choice. 

The question of the correct charge by a doctor to a pa- 
tient he treated, the case having previously been declined 
by the Committee’on Ethics and Discipline 

‘The question of simplified insurance forms, which was 
brought to the attention of the committee by the Norfolk 
District Medical Society. 
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Dr. Hornor said that the committee had reviewed 
the report of the Committee Appointed to Confer 
with the Massachusetts Hospital Association and 
approved the recommendations contained in that 
report. 

Dr. Hornor moved the adoption of the report as 
a whole. This motion was seconded by Dr. Cheever, 
and it was so ordered by vote of the Council. 


Subcommittee (of the Committee on Public Relations) 
to Meet with the Medical Advisory Committee 
of the Industrial Accident Board — Dr. Daniel 
J. Ellison, Middlesex North, chairman. 


This report (Appendix No. 8) was offered by Dr. 
Ellison. He said that, although his committee had 
been originally appointed to confer with the Medical © 
Advisory Committee of the Industrial Accident 
Board, it had been directed by the Committee on 
Public Relations to take up directly with the board 
certain problems that had arisen. 

He said that the first problem had to do with a 
complaint that certain insurers and employers were 
in fact compelling injured employees to submit to 
treatment at the hands of surgeons and at hospitals 
not of their own choice and that such employers 
even went so far as’to discharge the injured work- 
man if he did not acquiesce. 

He added that Mrs. Tousant, chairman of the 
Industrial Accident Board, had informed him that 
if any doctor knows of such a case and will present 
all the facts in writing to her, including the date of 
the accident, the name of the employee and of the 
foreman, nurse or other person engaging in the 
illegal action, she will promptly put a stop toit. He 
pointed out that it must be obvious that the chair- 
man of the board could not act on mere gossip. 

The second problem had to do with a person 
who allegedly sustained a hernia in the course of 
his employment. The insurance company denied. 
responsibility, and the injured workman privately 
contracted with a doctor of his own choice for the 
repair of the hernia. Under the contract the doctor 
charged the workman $250, out of which amount 
the doctor agreed to and did pay the hospital bill. 
Subsequently, the Industrial Accident Board found 
that the insurance company was liable. The plain- 
tiff then tried to recover the $250 that he had ex- 
pended. Dr. Ellison said that his committee agreed 
with Mrs. Tousant that the insurer should be liable 
only for the amount usually allowed by the board 
as compensation for the surgeon and hospital in an 
uncomplicated case of this kind. 

Dr. Ellison said that the Industrial Accident 
Board was being greatly disturbed by a problem 
that was becoming widespread, especially in Boston. 
A workman is said by a physician to have sustained 
an industrial hernia. The workman is forthwith 
sent into some private hospital and operated on. 
No records or very sketchy records are kept. There 
is no proof that a herniotomy has been done. There 
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is even no proof that the man in fact did have a 
hernia. Dr. Ellison, in the name of his committee, 
recommended that a committee from the Society be 
appointed to study the problem and report at some 
future time to the Council. He moved the adoption 
of the recommendation. This motion was seconded 
by Dr. Hornor, and it was so ordered by vote of the 
Council. 

Dr. Ellison next referred to a suggestion that had 
come from the Norfolk District Medical Society 
to the effect that industrial accident forms be 
shortened. Dr. Ellison pointed out that there were 
certain essential questions that must be answered 
on all forms of this kind. He added that when and 
if such a short form was developed he would gladly 
go back to the board with it. 

Dr. Ellison completed his report by paying a very 
high tribute to Mrs. Tousant, chairman of the 
Massachusetts Industrial Accident Board. 


Subcommittee (of the Committee on Public Relations) 
on Tax-Supported Medical Care — Dr. John J. 
Dumphy, Worcester, chairman. 


This report, which is as follows, was offered by 
Dr. Dumphy: 


The committee is aware that approximately 16,000,000 
veterans on their return to civilian life are eligible to re- 
ceive tax-supported medical care. 

Recognizing our responsibility to help provide better 
care for veterans, we believe that the Committee on Legis- 
lation would do well to favor free choice of physician and 
hospital by veterans. This would permit these men to be 
cared for in their own communities. 


Dr. Dumphy moved the adoption of the report. 
This motion was seconded by Dr. Connor, and it 
was so ordered by vote of the Council. 


Subcommittee (of the Committee on Public Relations) 
on Postpayment Medical Care — Dr. Daniel J. 
Ellison, Middlesex North, chairman. 


This report, which is as follows, was offered by Dr. 
Ellison: 


One meeting of the enlarged committee has been held 
since the last session of the Council. At that time the prin- 
ciples of the plan were outlined in full by Mr. William 

cCarthy, vice-president of the National Shawmut Bank. 
On the motion of Dr. Bagnall, it was voted that the presi- 
dents enlarge their local committees to include one man 
from the several communities therein to act as liaison 
officers between the medical men and the local bank or 
banks. The various presidents have responded well to 
this request, and in many districts these committees are 


now functioning. It was thought that the members of | 


the state committee might well act as chairmen of the 
local committees. 

A second meeting of Dr. Bagnall and myself with Mr. 
McCarthy and Mr. John Mack, of the American Bankers 
Association, was held ten days ago to discuss ways and 
means of bringing this plan to the attention of the public. 
It was believed that this could be done by suggestions by 
the doctors to their patients. One method might well be 
a booklet put out by the Society extolling the benefits 
of the Blue Cross, Blue Shield and Blue Triangle. Another 
would be its being drawn to the attention of depositors 
as they transact business with banks, and still another, 
certain forms of newspaper publicity. It is a fact that this 
is the only state that has possibilities of complete budget 
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payment for all medical care—the Blue Cross for hospital 
care; the Blue Shield for certain surgical, maternity and 
diagnostic care, and the Blue Triangle to cover the parts 
not included in the first two. 

here is one feature of this plan that should again 
be brought to your attention. That is the phrase, 
“with recourse.” When it was mentioned last, you men 
gave me a beautiful Bronx cheer. This was undoubtedly 
due to a misunderstanding. The amount of the face of 
the note is not to buy someone’s wife a fur coat or pay 
money lost on the horses; it is money owed you. 

It is the opinion of your committee that this plan is 
sound. At present most people pay their bills. The time 
will come, however, when we shall want to use this plan 
oftener. Let’s get acquainted with it now by using it in 
the occasional! case. 


Dr. Ellison moved the adoption of the report. This 
motion was seconded by Dr. Richardson, and it was 


- so ordered by vote of the Council. 


Blue Shield 


At that point, Dr. James C. McCann, Worcester, 
was called on for a report on the Blue Shield. He 
spoke as follows: 


I shall make as brief a statement as I can, just so that 
~ may know what is happening with reference to the 

lue* Shield. At present 88,000 subscribers are enrolled. 
In the month of January of this year, over 18,000 were en- 
rolled. It took the whale first year to enroll 25,000 so that 
in this one month we have approximated what we accom- 
plished in the first year. 

As in all of this type of endeavor, one hits a point where 
there appears to be what you might call the snowball roll- 
ing, and we only hope that this marked increase in enroll- 
ment denotes the real expansion of the Blue Shield. We 
have also had progressive increase in the number of phy- 
sicians who have signed up as participating physicians, 
the number at present being over 4000, which represents 
a large percentage of the actively practicing men who are 
still in the Commonwealth, due allowances Laine made, of 
course, for the men who are in the service. 

Many of the names of nonparticipating physicians, when 
rechecked through the local committees and through the 
available information headquarters, are men who are in 
the service. 

With regard to our finances, we are still in an extremely 
healthy position. As you know, the Commissioner of 
Insurance requires that 25 per cent be immediately placed 
aside for a growing reserve, and we are not free to use this 
money until it totals $225,000. We have $90,000 in that 
reserve at the present time, and with our growing enroll- 
ment, I hazard a guess that by July we shall have satisfied 
the requirements of the commissioner with reference to 
the total sum of the reserve. At that point, of course, we 
shall be freed from the restriction on returning the $25,000 
to the Society and it can be returned intact. 

This means at the present time, with this required 25 
per cent reserve, that we are running on a 75 per cent mar- 
gin. That has interesting possibilities for the future, because, 
of course, our next move should be, as was outlined in the 
program that was accepted by the Society, the inclusion 
of medical care in hospitals. That program, I think, we 
should adhere to rigidly, because it is vital that that step 
be taken in order effectively to make all the men who are 
participating in the support of this project eligible for care 
of patients under this project. 

ll the men who have patients in the hospital under medi- 
cal care at the present time are not participating, but have 
signed up simply on the basis of goodwill. From a restricted 
experience in New Jersey, which would have to be closel 
evaluated before it could be used as a base on whic 
definitely to build and commit ourselves, medical services 
in the hospital have ranged on the financial side from 15 
to 21 per cent. If we wal have a similar experience, 
our premium rates, in view of the fact that 25 per cent 
will eventually be released, should be adequate to include 
a large proportion of the expense of medical care in the 
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hospital, as well as surgery and obstetrics. And I am sure 
that if we can move on that basis it will be a much healthier 
approach than what has occurred in some other sections. 

f think that it should be drawn to your attention that 
in California, where they have only approached our present 
figures, or a little bit more, in a five-year period, and where 
they have not had the healthy relation of general good- 
will that Massachusetts has experienced, the profession 
seems to be taking a definite step in co-operation with the 
governor to institute a program of compulsory health in- 
surance. It behooves us to prove that a voluntary pro- 
gram can succeed, because if not, this may lead to a feel- 
ing on the part of the profession that no ultimate solu- 
tion can be achieved other than compulsory health in- 
surance. 

The revision of the fee schedule by the specialists’ group 
is progressing. Of course, it must be slow and should be 
accurate. Many men have given a good deal of time and 
thought to establishing a more adequate schedule, and it 
is my hope that after each group has completed its part, 
at least the chairman of each group will evaluate the con- 
ception of the value of the service of other groups in contrast 
with his own personal conception of the value of his own 
service. That certainly is a fair approach to the problem 
of getting an equitable base of compensation through all 
the groups. 

There has been a change in the Board of Directors, 
owing to the untimely loss of the services of Dr. J. Harper 
Blaisdell. His place has been filled by Dr. Norman Welch, 
which gives representation in the Board of Directors of 
an internist, which means, of course, that if within this 
year we can move effectively in the problem of arranging 
for some medical care in the hospital his presence will con- 
tribute a great deal. 

I think that we should think in terms of stabilizing our 
program. We have sought to eliminate problems and fric- 
tions and misunderstanding. There are, of course, in- 
numerable “bugs,” as in any new venture, that must be 
ironed out. The fee schedule is one on which we are put- 
ting a great deal of time. We have achieved a great deal 
more satisfactory contact with groups, so far as pu 
licity is concerned, since we have the full-time services of 
Mr. Cunningham. He is trying to approach hospital staffs 
and to discuss the problems with chews, and I hope that 
he will be given a welcome reception. He is also trying to 
interest other groups. Publicity is difficult. We do have 
plans, as you have noted, to get periodic records and state- 
ments into the New England Journal of Medicine. Beyond 
that it is dificult. The hired layman can contribute some 
time to this aspect, but, those of us who are serving you 
in trying to make this program roll are limited in our time, 
and we cannot indulge in much writing on the side regard- 
ing the meetings that we have to keep this thing going. 

te should be kept in mind that there are channels through 
which you can move with reference to the corporation that 
you have established. Physicians have an effective con- 
trol over this organization through the Executive Com- 
mittee of the Society, the members of which, as you know, 
constitute the voting members of the corporation and are 
in contact with physicians all over the Commonwealth 
and sensitive to their opinions. The voting members at 
all times are free to send recommendations and memoranda 
to the Board of Directors, which, of course, would be 
seriously weighed. On any major departures in reorganiza- 
tion and extensions, as you remember, under the factors 
we call vital medical matters, the board is required to 

ive thirty days’ notification to the voting members, the 

Eiccetive Committee, so that any radical action can be 
immediately held up until further consideration is given 
to it. 

All in all, things seem to point to the fact that this year 
will prove that we have initiated a successful venture. I 
surely hope so. 


Dr. McCann left the platform amid applause. 


Reports OF SPECIAL COMMITTEES 


Committee on Cancer — Dr. George A. Moore, 
Plymouth, chairman. 


No report. 
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War Participation Committee — Dr. Guy L. Richard- 


son, Essex North, chairman. 


This report, which is as follows, was presented by 


Dr. Richardson: 


The situation in Massachusetts regarding doctors’ cer- 
tificates for change of employment appears to be satis- 
factory to the War Manpower Commission. Thus far 
we have not been asked to review any of these certificates. 
In a letter to me under date of January 13, 1945, Mr. 
James G. Walsh, assistant state director, writes: “We 
would very much welcome your continued assistance to 
the War Manpower Commission throughout the Common- 
wealth and I wish to assure you that the announcement 
by this commission that medical ‘certificates would be 
reviewed by your committee has been very helpful. At 
the present time there is no outstanding case which this 
office feels should be sent to you for review. In general, 
the doctors have co-operated exceedingly well. Again, let 
me thank you for your continued co-operation in this 
matter.” 

The Office of Price Administration has several times 
called on us for assistance. We have appointed local war 
participation committees to assist the ration boards in 
communities where there was need for such help. In some 
cities, physicians’ committees to do this work had already 
been in operation and were of distinct benefit to the 
plan. 

Miss Elizabeth Golden, rationing specialist of the Office 
of Price Administration, makes the following statement: 
“Throughout the State the result of cxtabliching these 
committees has been to reduce immediately the number 
of spurious requests for extra foods. Now that it is gener- 
ally known that competent medical authorities are con- 
trolling the rations, doctors who heretofore have signed 
with little regard for what they are asking are more in- 
clined to be careful and frequently deny requests for special 
indulgence.” These committees are guided by the general 
directions on food rationing from the Medical Advisory 
Committee, under the chairmanship of Dr. Joseph Garland. 

Doctors’ prescriptions for heavy cream have steadily 
lessened. The War Food Administration now receives two 
or three a “ef instead of the one hundred a day formerly 
received. Only thirty-five of these prescriptions have been 
approved since August 1, 1944. Cream is not a rationed 
rage but the need to conserve fats is great. The pub- 
icity given by us in this matter has helped. Dr. Garland 
and his committee have done the real job. 

In our October report to the Council we told you that 
we were gathering data on the adequacy of hospital care 
for emergency cases. In the main the response from the 
hospitals was excellent. One or two did not reply, and the 
replies from a few did not contain the information desired. 
To summarize the results: no problem in this respect a 
peared to exist in the Springfield and Worcester hospitals, 
all answering that no emergency patients were refused ad- 
mission. These answers placed Springfield and Worcester 
with the smaller cities and towns, which were considered 
by us not to need this inquiry. The problem was thus nar- 
rowed to Boston. More than two thirds of the Boston 
hospitals admitted having to refuse admission to some or 
many emergency cases because of lack of personnel or beds. 

On January 17, at our request, we held a joint meeting 
with the Committee Appointed to Confer with the Massachu- 
setts Hospital Association, of which Dr. Walter Phippen 
is chairman. Ways and means to lessen the frequency of 
the refusal of emergency cases were considered. It was 
decided to seek further co-operation from physicians in 
agreeing to postpone admission of an elective case to allow 
admission of another physician’s emergency case, to dis- 
criminate more carefully in labeling a case as an emergency 
(some hospitals have a committee of doctors to check the 
question of urgency) and to discharge patients from the 
hospital as early as possible. 

It was voted to recommend to the Council that the Com- 
mittee Appointed to Confer with the Massachusetts Hos- 
pital Association inform that association that we as phy- 
sicians are fully cognizant of the immensity of their prob- 
lem in these war years and that we believe they have ful- 
filled their obligations well, and further that we welcome 
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suggestions for added co-operation by the medical pro- 
ay ot the end that a real emergency be not refused 
admission. 


Dr. Richardson moved the acceptance of the report 
and the adoption of the recommendation contained 
therein. This motion was seconded by Dr. Phippen, 
and it was so ordered by vote of the Council. 


Committee on Rehabilitation — Dr. Joseph H. 
Shortell, Suffolk, chairman. : 


No response. 


Committee Appointed to Confer with the Massachu- 
setts Hospital Association—Dr. Walter G. 
Phippen, Essex South, chairman. 


Dr. Phippen in reading the following report said 
it was somewhat different from that submitted to 
the Executive Committee and set forth in the 
pamphlet of advance information. 


The Committee Appointed to Confer with the Massachu- 
setts Hospital Association was invited to meet with repre- 
sentatives of the New England Roentgen-Ray Society 
and the Section of Radiology of the Massachusetts Medical 
Society on November 13, 1944. Those present at the 
meeting were Dr. Hugh F. Hare and Dr. George Levene, 
of the New England Roentgen-Ray Society, Dr. George 
Holmes, of the Massachusetts neral Hospital, Dr. 
Merrill C. Sosman, of the Peter Bent Brigham Hospital, 
Dr. Stanley Wilson, of the Salem Hospital, and the com- 
mittee (Dr. Walter G. Phippen, chairman, Dr. Elmer S. 
Bagnall, Dr. Edwin D. Gardner, Dr. John Fallon and Dr. 
Frederic Hagler). 

A long and friendly discussion of the whole situation of 
the relation of the radiologist to the hospital and to the 
Blue Cross and Blue Shield ensued. The members of the 
committee thought that they could unanimously agree 
to the resolutions drawn up by the New England Roentgen- 
Ray Society and the Section of Radiology, and unanimously 
adopted by them on November 3, 1944, as follows: 


The professional status of the radiologist in a hospital 
should be comparable to the status of other chiefs-of- 
service in that hospital. 


It should be agreed that a hospital should not make 
excess = from medical services. It is agreed that a 
hospital with the overhead necessary to maintain a 
medical service at a high standard should be reim- 
bursed for the actual expenses of maintaining a depart- 
ment, with a fair share of overhead, investment of 
capital, maintenance and replacement of equipment. 
If the Massachusetts Hospital Association agrees to 
these basic principles, fees can be reduced and the cost 
of medical care can be lowered. 


The committee members were also of the opinion that 
the radiologist furnished medical service rather than hos- 
pital service and that therefore payment for his service 

should logically come under the Blue Shield rather than 
under the Blue Cross. 

The committee was unanimous in voting to present this 
statement to the Executive Committee at its next meetin 
in the hope that it could support this resolution an 
present it to the Council for its approval. 


Dr. Phippen moved the adoption of the report and’ 


the adoption of the resolution. This motion was 
seconded by Dr. Hornor. . 

Dr. Nathaniel W. Faxon, Suffolk, asked that the 
recommendation of the Executive Committee in 
connection with the matter be read. Dr. Leavitt 
read the recommendation as follows: 

The Executive Committee recommends that this report 
be referred back to the committee for clarification. 
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Dr. Faxon said in general he was in accord with 
the report. He thought, however, as it referred 


to the profit made by hospitals, the word “undue” _ 


should be made to appear before the word profit. 
Speaking for one hospital, he said that he subscribed 
to the feeling that a great many radiologists have, | 
namely, that hospitals should not make a large 
profit out of their profession and practice. He added 
that some hospitals will probably not subscribe to 
this view. He said that he also believed that mem- 
bers of hospital staffs should not profit unduly by 
the fact that they are members of such staffs. 

Dr. Leavitt, in expressing the views of the Execu- 
tive Committee in connection with this report, said 
that the committee was very much in the dark 


about what was actually going on. He added that 


the whole thing sounded as if there was an argu- 
ment somewhere and that the committee thought 
that it should know more about the matter before 
it lent itself to the argument. 

Dr. William A. R. Chapin, Hampden, expressed 
support for the Executive Committee’s recom- 
mendation. 

In confirmation of the point made by Dr. Leavitt, 
that there seemed to be an argument going on some- 
where, he said he had talked with Dr. Jackson, . 
whom he identified as “our radiologist at home,”’ 
and that the latter said that he had attended the 
meeting of the radiologists at which these principles 
were adopted and that the arguments for and 
against were so mixed up that he, Dr. Jackson, 
could not make sense out of them. 

Dr. Reardon asked if Dr. McCann could give 
the Council any information as to what was the 
practice with regard to x-rays in other state medical- 
service plans. Dr. McCann replied that in those 
plans that included x-rays a cash allowance was 
made, in most cases up to $15.00. He added that 
the New Jersey plan did not include x-ray. 

Dr. Faxon said that a substantial number of Blue 
Cross plans include x-ray as part of what is spoken 
of as hospital expense. He added that the Massachu- 
setts Blue Cross was disposed to treat the radiol- 
ogists as fair as possible and that this problem had 
been debated ever since Blue Cross started and was 
continuing to be debated at the present time. He 
finally said that he himself had not arrived at the 
answer. 

Dr. Hornor pointed out that, so far as the in- 
clusion of x-ray in the Massachusetts Blue Cross 
plan is concerned, it was an accomplished fact. 
Dr. Faxon said that although this was so it was with 
reluctance that such a policy had been established. 
He added that the Blue Cross had been trying to get 
this matter settled for three or four years and was 
not getting anywhere.’ He also said that, at the 
last meeting of the Blue Cross directors, the ma- 
jority felt that it was the only thing to do. 

Dr. Bagnall said that what the Blue Cross direc- 
tors actually voted to do was to include in the con- 
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tract all those things for which the hospital usually 
made a charge. He added that this left the matter 
squarely in the hands of the radiologist to make 
whatever arrangements he and the hospital could 
jointly agree on. 

Dr. Hornor said that there evidently was a dis- 
position on the part of radiologists to change cer- 
tain practices that had grown up in this specialty 
and that in this spirit they had approached the 
Committee on Public Relations last summer so that 
they might have the help of the Massachusetts 
Medical Society in this purpose. He added that 
the Society should give them all the help it could. 

Dr. John Fallon, Worcester, expressed the view 
that the matter should be further considered by the 
radiologists and the committee. He added that the 
inclusion of x-rays in the Blue Cross contract should 
not defer the Society from pursuing this subject 
further. 

Dr. Bagnall said that the x-ray group had demon- 
strated and exercised more constructive thinking 
in the last year than it had in all the time that 
has elapsed since the start of the Blue Cross. He 
said that, in view of this fact, he believed the group 
should have been given more time. He added that 
he voted against the inclusion of x-ray in the con- 
tract when this matter was recently before the direc- 
tors of the Blue Cross. 

Dr. Howard F. Root, Suffolk, asked if, in the 
discussions on this subject, any consideration had 
been given to the possibility of separating the 
hospital from the professional costs. Dr. Bagnall 
said that Dr. Faxon could answer the question 
better than he. 

Dr. Dameshek moved as an amendment the 
adoption of the recommendation of the Executive 
Committee. 

Dr. Phippen was asked by the President if he 
would accept the amendment. He said that he was 
a little disposed not to accept the amendment. He 
believed the report should be voted on as presented. 
In support of this report he said that apparently 
brevity is not always conducive to clarity. The 
report as modified, he thought, was fairly clear. 
He added that what the committee intended to say 
in the second paragraph, the matter discussed by 
Dr. Faxon, was that a hospital should not exploit 
its x-ray department. He said that no one could 
question the fact that the radiologist furnishes 
medical service and that from the standpoint of 
this report nothing was said whether the Blue 
Shield or the Blue Cross should make provisions 
for x-ray. What the committee did say, he con- 
tinued, was that, if either of them was going 
to take over the full professional service of the 
radiologist, the Blue Shield was the logical one 
to do it. 

Dr. Faxon agreed with the President that the 
radiologist had begun to show a little constructive 
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thinking in the matter during the last year.” He ex- 
pressed the opinion that the problem could be solved 
by the hospitals and radiologists getting together 
on it. | 

Dr. Leavitt reiterated his belief that there seemed 
to be some sort of argument going on among the 
members of the x-ray society and that the latter 
should settle their own differences. 

The amendment to refer this matter back to the 
committee for clarification was put and was lost. 

The original motion was put by the chair, and 
so ordered by vote of the Council. 


Committee on Postwar Planning — Dr. Howard F. 
Root, Suffolk, chairman. 


This report (Appendix No. 9) was offered by the 
chairman, He said that Dr. Leroy Parkins had 
agreed to serve as secretary. 

He announced that the committee had organized 
many subcommittees of the whole. These had to 
do with hospitals, postgraduate education, medical 
schools, Massachusetts Medical Society organiza- 
tion and medical economics. 

The report quoted from the record of the Council 
meeting held on June 9, 1936, regarding approved 
recommendations for the establishment of local 
medical-service councils. Dr. Root said that twenty- 
three local health councils now exist and co-operate 
with the Massachusetts Central Health Council. 
He added that physicians should take more interest 
in them for the purpose of their greater activation 
and that additional councils should be organized. 
Dr. Root moved acceptance of this part of the 
report. This motion was seconded by Dr. Phippen, 
and it was so ordered by vote of the Council. 

Dr. Root moved that the Council authorize the 
President to inform the president and secretary of 
each district society, the chairman of each health 
council, the superintendent or chairman of the 
staff and the chairman of the board of trustees of 
each hospital in the Commonwealth whose staff 
members are in community practice concerning the 
following resolution: 


REsotveD, That the Council of the Massachusetts 
Medical Society, having in mind the unusual problems of 
medical care to be presented now and in the postwar period, 
recommends (1) the formation of health councils where 
none exist, or when the present council is inactive, to be 
composed of physicians and dentists, hospital trustees, 
public-health specialists, educators, editors, employers and 
representatives of labor and groups concerned with the 
distribution of medical care, to consider and adopt further 
measures for extending medical services in the community 
and increasing preventive-health education both by local 
effort and through co-operation with state and federal 
bodies; (2) more active participation by physicians in the 
work of health councils already in active existence; and 
(3) that the Committee on Public Relations implement 
these recommendations in such manner as the committee 
deems most profitable. 


This motion was seconded by Dr. Ohler, and it was 
so ordered by vote of the Council. 
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Subcommittee (of Committee on Postwar Planning) 
on Postgraduate Education — Dr. W. Richard 
Ohler, Norfolk, chairman. 


This report, which is as follows, was offered by 
the chairman: 


As ‘a result of conferences with various people interested 
in the problem of postgraduate medical] instruction and 
with full realization of the importance of the problem in 

_ this period, the Subcommittee on Postgraduate Education 
submits these objectives. 

First, that this committee co-operate in every way pos- 
sible with the subcommittees on hospitals and medical 
schools in the work of providing residencies or other op- 

rtunities for further hospital experience or instruction 
or returning doctors. 

Second, that this committee gather information concern- 
ing opportunities for postgraduate work in Massachusetts 
and elsewhere in the country. 

Third, that, in co-operation with the subcommittees on 
hospitals and medical schools, this committee provide or 
assist in providing a program of postgraduate refresher 
courses to be given both in Boston and in other parts of 
the Commonwealth for returning doctors and other inter- 
ested physicians. That in so doing, this committee also 
co-operate with schools of public health, organized teaching 
clinics, the State Department of Public Health and other 
scientific state and federal agencies. 


In order that progress be made as quickly as 
possible and with as little confusion as possible 
Dr. Ohler offered the following motion: 


That the Council authorize the Subcommittee on Post- 
raduate Education to make available information regard- 
ing all opportunities for postgraduate medical instruction 
in co-operation with the Bureau of Clinical Information, 
and to institute a program for the extension of postgraduate 
medical instruction in the entire state, and, in so doing, to 
seek the co-operation of approved medical schools, schools 
of public health, teaching clinics, the State Department of 
Public Health and other state and federal agencies. 


This motion was seconded by Dr. Schadt and it 
was so ordered by vote of the Council. 


Subcommittee (of Committee on Postwar Planning) 
on Medical Schools — Dr. Charles F. Branch, 
Suffolk, chairman. 


The report, which is as follows, was offered by 
Dr. Branch: 


This committee has a preliminary report in which it 
would like to make some general observations on the part 
that medical schools may play in the planning of postwar 
courses, and would also like to offer a resolution that it 
believes is pertinent to postwar medical education in this 
state. 

Under the heading of general observations we wish to 
point out that there are three general types of postgraduate 
opportunity that should be freely available for doctors re- 
turning from military service: resident training, which is 
entirely carried on in hospitals and is essentially a hospital 
problem, but in which the profession at large and the medi- 
cal schools take part; fellowship opportunities for those 
wishing to qualify for teaching and investigative work in 
the preclinical sciences, which will be found largely in the 


medical schools; and refresher-type courses for those who - 


have been recently graduated and may feel that they have 
been “short-changed” in their regular medical education. 
In all these types of training the medical schools are 
anxious participate as their resources permit, and are 
already making plans for such participation. It is pertinent 
to add, however, that the medical schools are still over- 
loaded with their wartime commitments and cannot be 
expected to assume large new burdens of this sort until 
there is a substantial return of the teachers now on leave. 


The matter to which we have addressed our resolution 
is one on which immediate action seems needed, else it 
be too late, and our returning fellows will face a profession 
which will continut to be annually diluted and weakened 
by graduates of unapproved medical schools. 


Wuereas, The standards of medical education in 
Massachusetts have been notoriously low for a long 
period of time, and 

Wuereas, A law providing for their improvement 
through the creation of an approving authority was placed 
on the statute books in 1936, and was amended in 1939, 
such amendment having been made in the interest of 
those upon whom the ne was thought to work some 
hardship, and 

HEREAS, This amended law is now in operation and 
is presumably capable of elevating the educational stand- 
ards of the Commonwealth; therefore be it 

RESOLVED, That, in the interest of public health and 
the standards of medical education and medical practice, 
it is vitally important that the Massachusetts Medical 
Society immediately take an active part in maintaining 
and supporting the law as it now stands. 


Dr. Leroy E. Parkins, Suffolk, moved the adoption 


of the resolution. This motion was seconded by 


Dr. Phippen, and it was so ordered by vote of the 
Council. 


Subcommittee (of Committee on Postwar Planning) 


on Hospitals — Dr. Nathaniel W. Faxon, Suf- 
folk, chairman. Dr. Faxon offered the following 
as a report of progress: 


Postwar planning for doctors in hospitals divides itself 
into two parts: residencies lasting one or more years 
within the hospital and courses, which may or may not 
be held within the hospital, lasting from three to six months. 
The latter may be carried on in hospitals or medical schools. 
Certain points seem to be very definite: only veterans 
shall be considered in this and, so far as residents are 
concerned, hospitals must control the selection. 

Residencies can be increased in present hospitals or can 
be established in hospitals which do not now have them. 
As an example, the Massachusetts General Hospital 
originally had 85 on the resident staff; it now has 64. 
They probably can be increased to about 100, with 60 
recent medical-school graduates, as at present, and 40 
returning veterans. There is no doubt that other teach- 
ing hospitals could provide a similar increase. Hospitals 
such as the Cambridge, Newton, Salem, St. Luke’s in 
New Bedford, Worcester City and the Springfield, could 
undoubtedly develop real residencies, especially if some 
members of the staff could be induced to talk over the 
matter seriously. Other smaller hospitals might not be 
able to do this because of the staff’s not really being com- 

etent to undertake such leadership. This will have to 
e explored. 

Dr. Miller, of the American College of Surgeons, is 
examining the possibility of having teaching hospitals 
take returning veterans for from six months to one year 
as residents, with the understanding that they should be 
then moved to nonteaching hospitals where they would 
continue to serve as residents for another year. 

Dr. A. J. Hockett, of the King County Hospital System, 
Seattle, Washington, has suggested a training program 
whereby a man after spending a certain time in the hospital 
would be apprenticed to members of the hospital staff to 
serve as an assistant during the remainder of his service. 
Graham Davis, of the Kellogg Foundation, is working on 
this in Michigan. 

It was thought that hospitals would probably want to 
go back to approximately their prewar plans, with intern- 
ships and residencies on a twelve months’ basis and in 
hospitals such as the Massachusetts General four to five 
years in medicine and surgery; that the returned veteran 
residency should be additional to the present one; that 
perhaps certain veterans could be set up as instructors, 
either with a slight polishing course or even without it, 
as for instance, Richard Thompson in Salem, Pilcher in 
Newton, Carmody in Worcester and so forth. 
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It was pointed out that the United States Public Health 
Service expects to get money to finance stated services in 
their hospital situations. 

Former Governor Saltonstall has passed on to Governor 
Tobin the appointment of the committee which would be 
expected to study the whole situation, especially the 
ability of nonteaching hospitals to set up residencies. 
The American Hospital Association is also devising a 
pce ppc to be sent to hospitals for a survey, con- 
ucted under Dr. Bachmeyer, with Dr. Norby as assistant 
director. 
It is possible that the Army and Navy will take over 
refresher courses, so-called, and carry them on in Army, 
Navy or Veteran hospitals. Additional Veteran hospitals 
might well be built close to medical centers instead of in 
the country, as in prewar times. 

It was pointed out that it was necessary to sort out 
these war medical graduates and select those worth teach- 
ing and not waste time on the others. 
astly, it was suggested that an extern service might 
serve to take care of a great many of these returning 
veterans. 


Dr. Faxon moved the acceptance of the report. 
This motion was seconded by Dr. Ober, and it was 
so ordered by vote of the Council. 


Committee on Medical Information Bureau — Dr. 
Walter G. Phippen, Essex South, chairman. 


This report, which was offered by Dr. Phippen, 
is as follows: 


Since the last meeting of the Council, the Bureau of 
Clinical Information of the Massachusetts Medical Society 
has become a going concern. Invitations were sent to 
twenty-two hospitals in Greater Boston to meet with 
this committee on October 25, 1944. Twenty hospitals 
accepted and sent a representative to the meeting. All 
not only were co-operative and offered the co-operation 
of their hospitals but were enthusiastic about the project. 
The Bureau opened on November 13, 1944, with Miss 
Mary D. Gaston in charge as secretary. An announce- 
ment of this fact was sent out as follows: to the secretaries 
of every district medical society, with the request that 
it be read at the next meeting; to the secretaries of every 
state medical society in the United States; to the secretary 
of the American Medical Association; to the editors of 
every state medical journal, with the request that they 
print it; to the 240 hospitals in Massachusetts, with the 
request that they post it; to the editor of the Journal of 
the American Medical Association, with the request that 
he print it; to every Army (76) and Navy (20) hospital 
in Massachusetts, with the request that they post it; and 
to every member of the Massachusetts Medical Society 
with his bill for dues. 
Seven hospitals sent us enough material concerning non- 
operative clinics, conferences, special rounds and so forth 
so that we could publish our first bulletin on November 20. 
This went to all the co-operating hospitals. By December 
5, we had many requests for the bulletin and eleven hos- 
itals had contributed material so that we issued a second 


who had requested it. 

It was originally intended to issue the bulletins either 
every three or six months, but we found that most of the 
hospitals change their schedules every month. It was 
decided that we should issue the bulletin every month, 
and consequently the third number was sent out on Janu- 
ary 2. It has proved to be very much desired, and we have 
had so many requests from physicians, hospitals, the 
Army, the Navy and many others, that the February 
mailing list will probably reach 180. 

We have had many interesting letters from various parts 
of the Commonwealth. A particularly enthusiastic one 
came from Cape Cod, applauding the Bureau and ask- 
ing for the bulletin. The Dispensary of the First Service 

mmand also asked to be placed on the mailing list. 
Altogether we are much pleased with the reception accorded 
the bulletin. 
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In all, twenty-one hospitals and the Lahey Clinic now 
send us both operating lists and material for the bulletin. 
The demand for information concerning operations has 
not been so great as was expected, to date only about 75 
such requests having been received. Contrary to expecta- 
tions, most requests come between 11 a.m. and 5 p.m. 
Only one request came before 9 a.m., and only 2 after 5 
p.m. It may be necessary to adjust our office hours. 

The Bureau hopes to be of still greater usefulness in the 
future when it becomes better known. Particularly it 
anticipates a much broader usefulness when plans are per- 
fected for postgraduate teaching for returning service men. 
It is anxious to co-operate with the national, state and 
local committees on postwar planning and stands ready 
to tabulate any information concerning internships, 
residencies and courses, and have it currently available 
for enquiring servicemen. 

he committee begs your indulgence to continue on 
/ 


until the annual meeting. 


Dr. Phippen moved the adoption of the report. 
This motion was seconded by Dr. Ober, and it was 
so ordered by vote of the Council. 


Postwar Loan Fund Committee — Dr. George Leon- 
ard Schadt, Hampden, chairman. 


This report (Appendix No. 10) was offered by 
Dr. Schadt who referred to the results of the ques- 
tionnaire that had been sent to the members of the 
Society. Dr. Schadt made use of certain slides to 
illustrate the information gathered in this manner. 
He said that the questionnaire had been sent to 
4600 fellows; 1916, or 41.6 per cent, had responded 
as of January 24, 1945. He added that this was an 
excellent return: 14 to 20 per cent being considered 
good. He said that 1484 members of the Society 
approved of the plan, that 380 disapproved and 
that there were 66 blanks. He said that the com- 
mittee was inclined to look on this as a mandate to 
go through with the plan. 

He said that there were three districts that showed 
disapproval — Bristol North, Franklin and Wor- 
cester North. 

He pointed out that the report that was before 
the Council differed somewhat from that submitted 
in April, 1944; that this was principally by way of 
certain additions that had come about as the result 
of an analysis of the questionnaire by the committee. 

At that point Dr. Schadt read the report in its 
entirety and the recommendations contained there- 
in. He moved its acceptance. This motion was 
seconded by Dr. Richardson, and it was so ordered 
by vote of the Council. 

Dr. Schadt moved the adoption of the first recom- 
mendation. This recommendation is as follows: 

The Postwar Loan Fund Committee recommends that 
the Council of the Massachusetts Medical Society authorize 
the establishment of a postwar loan fund. 

This motion was seconded by Dr. Chapin. 

Dr. Parkins said that, while he was much in 
favor of helping people, he wondered if this was the 
way to go about it. He placed $30,000 as the amount 
that would be raised under this plan. He thought 
this would be entirely inadequate. He expressed 
the thought that the money raised could be put 
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to better use if it were used as a credit pool against 
which a much larger sum could be made available 
through regular borrowing channels. He thought 
that the benefits under this plan should not be 
limited to those who were members of the Massa- 
chusetts Medical Society at the time of their en- 
listment, in other words, that the list should include 
those who were eligible for such membership. 

Dr. ‘Chapin took sharp issue with the previous 
speaker and urged the Council to try out the plan 
as outlined for one year. 

Dr. Faxon said that he believed that the last 
recommendation in the list of recommendations 
_ read by Dr. Schadt would set up a permanent loan 
fund. He added there was some serious question 
in his mind whether this was a thing the Society 
should do. He said that this recommendation should 
contain some provision whereby the fund might 
be used for other than its original purpose when 
that particular purpose no longer existed. 

Dr. Schadt could not agree with Dr. Parkins on 
the amount of money which the latter thought 
would be raised by the plan that the committee 
proposed. Dr. Schadt said that the amount would 
be at least $45,000. He referred to the G. I. Bill of 
Rights and pointed out that it was possible under 
this legislation for the veteran to borrow up to 
$4000 but that the Government guarantees but 
$2000 of this amount and if the veteran wants the 
additional $2000 he must have collateral. He added 
that the one objective of this fund was to make 
immediately available financial assistance to those 
of the members who, having served in the present 
war, are in need of such assistance at the time of 
their separation from the armed forces. 

Dr. Schadt said he did not know and had no way 
of determining the number who would apply for 
a loan under this proposed plan. 

He said that, although it was not planned to send 
the questionnaire to those in the service, certain 
replies had been received from servicemen. He said 
that certain of these indicated a need for such a fund. 

Dr. Connor was critical of the way in which the 
questionnaire had been handled. He thought it 
should have been conducted as an Australian ballot 
is usually conducted. He expressed the view that 
the proposed fund was unnecessary because the 
serviceman’s needs will be adequately cared for by 
the G. I. Bill of Rights. He said that, after the last 
war, he was able to negotiate a thousand-dollar 
loan without collateral. He added, “If the Massa- 
chusetts Medical Society feels so charitable about 
this matter, let us take the money we already have 
and place it behind the credit of any member who 
feels he may need a loan.” 

Dr. Parkins expressed the thought that the boys 
who will need help most are those who are not 
members of the Society. 

Dr. Schadt said he was in agreement with Dr. 
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Parkins in this respect and that he personally 
thought that the proposed fund should be made 
available to every doctor in Massachusetts. He 
added that the committee was opposed to this all- 
inclusive feature. He said that the questionnaire 
indicated that only 52 of those who disapproved 
thought that the G. I. Bill of Rights would take 
care of the situation. 

In answer to the criticism that the questionnaire 
was not conducted along the lines of an Australian 
ballot, he said that he questioned that anybody 
connected with the questionnaire remembered the 
names of those who recorded themselves in opposi- 
tion. He added that 34 of those who approved and 
3 of those who opposed made inquiries about the 
final disposition of the fund. 

Dr. Carl Bearse, Norfolk, asked for how long a 
period of time, after being separated from the service, 
the veteran would be eligible to borrow from this 
fund. 

Dr. Schadt answered this by saying that he 
thought that, inasmuch as this was for the im- 
mediate need of the returned doctor, it would prob- 
ably end five years after the close of the war. He 
added that this was a detail that might be left to 
the board appointed to administer the fund and 
that once such details were established, the Execu- 
tive Committee and the Council could pass on them 
at a later time. 

Dr. Connor asked Dr. Schadt the following ques- 
tion: “Did you say that the G. I. Bill of Rights will 
not take care of the returning soldier doctor?” 

Dr. Schadt replied that he had not said that. 
He added, however, that obtaining a loan under the 


_ G.I. Bill was a slow process, taking for consumma- 


tion as much as seven weeks after the oases 
was made. 

Dr. Cheever said that he wanted to do every- 
thing possible for the returning veteran. He ex- 
pressed the view that, although it seems that the 
Government is going to be very liberal with the 
veteran, no one actually knows just how liberal that 
aid is going to be. He said that the Society had the 
equivalent of something like $200,000 in negotiable 
securities that it was at perfect liberty to use as 
loans. Why not, he asked, put this money out as 
loans to our members at 2 per cent interest? After 
the veterans have returned, he continued, the 
Society can evaluate the situation again aad de- 
termine whether it wishes to go farther and to 
establish a separate loan fund. He thought that it 
was a mistake to designate definitely the final dis- 
position of a fund. He concluded that this thing 
could be left in abeyance for the present without | 
expressed approval of the report as a whole. He 
thought that the affirmation of a simple statement 
of the intention to help the veteran when, as and if 
such help was necessary was as far as the Society 
should go at present. 7 
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Dr. Schadt at that point was asked to read the 
recommendation before the Council. This he did 
as follows: 

The Committee on Postwar Loan Fund recommends 
that the Council of the Massachusetts Medical Society 
authorize the establishment of a Postwar Loan Fund. 

Dr. Cheever moved to amend the recommenda- 
tion by adding to it the words “‘when, as and if 
necessary.” This amendment was seconded by 
Dr. Richardson, who said that the adoption of this 
amendment would obviate the necessity of doubling 
the dues of members. 

Dr. Fallon pointed out that it was obvious that 
everyone was in favor of some form of help for the 
returning serviceman whether it be by the G. I. 
Bill or by action of the Society. The Society had, 
however, he continued, a matured plan that had 
been considered by the committee for a long time. 
He expressed the thought that the Society could 
start out with this matured plan, collect the $10.00, 
which could be spared this year, consider the sug- 
gestions that had been offered and possibly change 
the plan later so as to incorporate them. 

Dr. Schadt took issue with Dr. Richardson’s re- 
marks to the effect that the plan proposed by the 
committee would double the dues of members. 
He said that the plan called for a specific assess- 
ment of $10.00 for one year only. He added that 
whether or not there would be additional assess- 
ments depended entirely on separate action by the 
Council. He said that it was his frank opinion that 
if the Society did nothing about this it would find 
that it had “‘missed the boat.” 

Dr. Cheever asked what was Dr. Schadt’s objec- 
tion to using idle funds. Dr. Schadt replied that he 
was 100 per cent for the use of such funds as a 
means of financing the committee’s proposal. 

Dr. Allen G. Rice, Hampden, offered as an amend- 
ment to the amended motion the words “‘by drawing 
on the funds of the Society.”” This amendment was 
seconded by Dr. Parkins, and since it was accepted 
by Dr. Cheever, the maker of the original motion, 
and by Dr. Richardson, the seconder, it was de- 
clared by the President to be part. of the original 
amendment. 

Dr. Bagnall called on the Treasurer, Dr. Eliot 
Hubbard, Jr., Middlesex South. Dr. Hubbard said 
that the general fund stood at $167,000, that the 
building fund stood at $68,000 and that the latter 
fund could not be touched for the purpose under 
discussion. 

Dr. Schadt pointed out that all the discussion 
about how the fund would be financed was not 
germane to the subject of the committee’s first 
recommendation, which, he repeated, was simply 
that the Council authorize the establishment of a 
postwar loan fund. He added that the method of 
financing the fund would more properly come when 
the second recommendation was under discussion. 
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Dr. Chapin asked whether, if the amended motion 
prevailed, it would prevent the Council from im- 
mediately setting up this fund on the basis that 
necessity must be shown before the fund could be 
established. Dr. Bagnall said that he so understood 
the situation. He added that the establishment of 
such a fund in such a manner must also be con- 
tingent on the approval of the Finance Committee. 

Dr. Richardson amended the amended motion 
so as to add the words “contingent on the approval 
by the Committee on Finance.” This amendment 
was seconded by Dr. Cheever, who likewise ac- 
cepted it as part of the original amendment. 

Dr. Schadt again voiced his objection to the 
motion as amended. 

The President called for a vote on the amendment, 
which was as follows: 

That the Council of the Massachusetts Medical Society 
authorize the establishment of a postwar loan fund, when, 
as and if necessary and that this fund, contingent on the 


approval of the Committee on Finance, be established by 
drawing on the funds of the Society. 


The amendment was carried by a show of hands 
— 35 for and 15 opposed. The motion as amended 
was put, and it was so ordered by vote of the Council. 
At that point Dr. Schadt said that, in view of the 
action of the Council, no good purpose would be 
served by continuing the report. 
Dr. Parkins moved, 


That the Postwar Loan Fund Committee take this 
motion which we have passed to appropriate funds, evolve 
a program to use it, present it at the next Council meet- 
ing, with ways and means on how they would dispense it, 
and have the approval of the Committee on Finance and 
give us a working machine to handle it as they see fit. 


This motion was seconded by Dr. Richardson. 

In putting the motion, the President, with the 
apparent consent of Dr. Parkins, rephrased it so 
that the motion which was finally put was, 


That this matter be referred back to the Postwar Loan 
Fund Committee to devise ways and means of carrying 
out the purpose of the motion just adopted. 


It was so ordered by vote of the Council. 


Military Postgraduate Committee — Dr. W. Richard 
Ohler, Norfolk, chairman. 


This report, which was offered by the chairman, 
is as follows: 


Since the meeting of the Council in October, seventy-two 
wartime postgraduate exercises have been given in twenty- 
two military installations by one hundred and ninety-five 
instructors. Since the formation of the New England 
Committee in June, 1943, a grand total of two hundred and 
eighty-one exercises have been conducted. Throughout 
this period, there has been maintained a fine spirit of co- 
operation between the various branches of the armed 
services and this committee, and there has always been a 
splendid response on the part of the instructors who have 
made this service possible. In this connection, I shall read 
from one of the many letters received by the committee: 
“TI should like to convey to your committee sincere thanks 
and appreciation for the very fine lectures furnished us 
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during the time we have been here. I only trust that in 
our next assignments we can find a similar group of doctors 
who are interested in the continued education of the 
armed forces’ physicians.” 

The question now arises, How long is this work to con- 
tinue? In so far as your committee is concerned, we have 
taken the attitude that the work should continue as re 
as the armed services request it. Thus far, we have ha 
no word to the contrary, and as a matter of fact, the usual 
allotment of funds has been made available recently by 
the American Medical Association, the American College 
of Physicians and the American College of Surgeons. 

Nevertheless, during recent months, we have noted some 
falling off in enthusiasm on the part of certain Army and 
Navy installations, and this has naturally been reflected 
in the attitude of various groups of instructors. Un- 
fortunately, owing to the change in the date of the Council 
‘meeting, it is necessary to render this report prior to a 
scheduled meeting of the New England Committee on 
February 2. We anticipate certain changes in the program 
and a curtailment of scheduled exercises. It is our hope 
that this work will not be allowed to die a lingering death, 
but that just as soon as it is apparent that this type of 
service is no longer needed it will be terminated by a direc- 
tive from the armed services. 

In the light of our present knowledge, it is recommended 
that the work of this committee be continued. 


Dr. Ohler moved the acceptance of the report and 
the continuance of the committee. This motion 
was seconded by Dr. Cheever, and it was so ordered 
by vote of the committee. 


Medical Advisory Committee to Regional OPA — 
Dr. Joseph Garland, Suffolk, chairman. 


The report, which was offered by the chairman, 
is as follows: 


Since this committee last reported to the Council, 
drastic changes have taken place in food rationing. As of 
the first of the year, 85 per cent of all meat slaughtered 
went on the ration list, as compared with the 29 per cent 
that had been rationed since May, 1944, and the most 
popular canned vegetables, point-free since September, 
returned to rationing. At the same time, after a cancella- 
tion of outstanding points, the available red points per 
person were increased from 71% to 12 weekly. 

Examples have been presented by the OPA to show 
what the new basic ration will provide per week — for in- 
stance 114 pounds of lamb chops and 1 pound of mar- 
garine, or 1 pound of liver and 44 pound of butter, or 1 
pound of the choicest steak, or 1 pound of rib roast and 4 
pound of butter, or 1 pound of bacon, 1 pound of lamb 
chops and 1% pound of margarine. The basic processed 
food ration will buy 1 pint of asparagus, beans or spinach, 
or 4 pint of applesauce, or 4 pint of peaches or peas. 

n other words, the demands made on our food supply, 
the production of which is suffering from labor and trans- 
portation shortages, are going to cut fancy eating to a 
minimum, and we are going to understand a little more 
clearly, in this fourth year of war, that the Nation, as well 
as its armed forces, is in the battle. 

This committee has not found it necessary to change its 
allotments, however; less indulgence will be found ad- 
visable, and, as no well person need suffer who is subsist- 
ing on basic rations, so, also, no ill person need suffer who 
is entitled to extra rations, up to a weekly total of 4 pounds 
of meat and fat, and a similar amount of processed feods. 

Local rationing boards have had returned to them the 

wer of granting extra rations, up to these prescribed 
imits, for those conditions aiealy recognized by the 
National Research Council, namely, diabetes mellitus, 
active tuberculosis, chronic nephritis of the nephrotic 
type, cirrhosis of the liver, severe hepatitis, chronic sup- 
purative disease, severe burns and certain gastrointestinal 
conditions, such as those resulting from operations on the 
stomach, intestine or colon for ulcer or cancer, high in- 
testinal fistulas, ulcerative colitis and sprue. 
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All other cases must be reviewed by or with the guidance 
of medical committees, local or regional, which shall decide 
which ones, for any of a variety of reasons, are to be made 
exceptions to the list compiled by the National Research 
Council, in order that no undue hardship shall result. 
Thus, your committee recognizes that certain bona-fide 
cases of allergy, rheumatoid arthritis, of anemia, epilepsy 
or any other condition in reason may require extra rations, 
but each must be decided on its own merits, with full 
knowledge of the facts available, and only for a limited 
period of time. 

Butter and sugar must be recognized as luxury foods. 
So much of our total milk supply is being processed for 
overseas shipment that the amount available for the more 
uneconomic manufacture of butter is considerably reduced, 
and butter is available only at the fantastic point value 
of 24 per pound — double an individual’s weekly point 
allowance. Equally nutritious fortified oleomargarine 
is available at 3 points per pound, and most people are 
going to learn to like it or go without. Unless acceptable 
evidence is presented that an applicant for extra fats 
must have butter, any extra allowance made is on the 
basis of margarine. Your committee feels sure that no 
one, after the casualty lists from the Battle of Belgium are 
made public, will consider this too great a sacrifice. We 
continue to recommend extra sugar rations only under the 
most exceptional circumstances, and the allowance of 
heavy cream, under the jurisdiction of the War Food 
Administration, has been reduced to 36 particularly needy 
cases. 

Local advisory committees, appointed with the co- 
operation of the War Participation Committee, are func- 
tioning in Lawrence, Pittsfield, Springfield, New Bedford, 
Worcester and Brockton, in addition to those that have 
been locally appointed in other places. 


Dr. Garland moved the acceptance of the report as 
one of progress. This motion was seconded by 


Dr. Ohler, and it was so ordered by vote of the 
Council. 


Committee on Maternal Welfare — Dr. Raymond 
§. Titus, Norfolk, chairman. 


In the absence of any member of the committee, 
the Secretary offered the report (Appendix No. 11) 
as published in the circular of advanced information. 
He moved its acceptance. This motion was seconded 
by Dr. Parkins, and it was so ordered by vote of 
the Council. 


Committee to Consider Expert Testimony — Dr. 
Frank R. Obez, Suffolk, chairman. 


No report. 


Committee on Physical Therapy — Dr. Arthur L. 
Watkins, Middlesex South, chairman. 


No report. 


Committee on Postgraduate Instruction—- Dr. W. 
Richard Ohler, Norfolk, chairman. 


Dr. Ohler moved the discontinuance of the com- 
mittee saying that its personnel had been taken 
over as a subcommittee of the Committee on Post- 
war Planning. This motion was seconded by Dr. 
Ober, and it was so ordered by vote of the Council. 
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Committee on Council Rules — Dr. Charles E. Mon- 
gan, Middlesex South, chairman. 


This report, which was offered by Dr. Mongan, 
is as follows: 


Dr. Elmer S. Bagnall, president of the Massachusetts 
Medical Society, appointed an ad interim committee, con- 
sisting of Charles E. Mongan, chairman, Frank R. Ober 
and Michael A. Tighe, whose purpose it was to study wa 
and means of improving the activities of and, if possible, 
shortening the time consumed by the Council. 

In its initial report this committee recommends that 
there be set up certain rules for the conduct of the business 
of the Council. 

The first three rules are as follows: 


Rule 1. All new business offered at Council meetings shall 
be referred automatically by the President to the a 
propriate committee before action is taken by the Council. 

Rule 2. All committee reports must be referred to the 
Executive Committee in advance of any Council meeting. 
Such reports shall be submitted at least six weeks before 
the Council meets. his will provide opportunity for 
consideration by the Executive Committee in advance 
of the Council.) 


Rule 3. These rules may be suspended, changed or dis- 
continued on a majority vote of the Council. 

By the latter rule, the above rules are made flexible. 
(For example, if a councilor wishes to present new business 
in a manner not in accordance with the above rule, he 
may move that the matter in mind may be acted on im- 
mediately under a temporary suspension of this rule. 
A majority vote of the Council authorizes such a tem- 
porary suspension.) 

The Committee on Council Rules recognizes that three 
types of reports are offered to the Counci]: one that is 
purely informational, another that contains a recom- 
mendation or recommendations and still another that may 
have the character of both. 

he Committee offers certain recommendations with 
regard to such reports, which it believes, if adopted, will 
further facilitate the work of the Council. 

Recommendation 1 (to be known as Rule 4). A report 
that is purely informational should contain a specific 
statement that it is being offered only for the information 
of the Council. At the completion of such a report, the 
person Offering it should move its acceptance. 

Recommendation 2 (to be known as Rule 5). Reports that 
contain a recommendation should specifically state the 
recommendation. Its adoption should then be moved by 
the person offering the report. In the case of reports that 
contain several recommendations which are closely re- 
lated and dependent, one on the other, the recommenda- 
tions should be stated specifically in one, two, three order 
and their adoption should be moved by the person offer- 
ing them. At the end of all reports containing recom- 
mendations, the persons offering them should move their 
adoption as a whole, subject to whatever change the 
Council has made in the recommendations. 

Recommendation 3 (to be known as Rule 6). In the case 
of reports that are informational as regards one subject 
and contain recommendations with regard to others, the 
principles outlined above should be followed in dealing 
with each part of the report. 


Dr. Mongan moved the acceptance of the report. 
This motion was seconded, and it was so ordered 
by the Council. 

Dr. Mongan moved the adoption of each rule and 
recommendation contained in the report. In each 
instance his motion was seconded, and it was so 
ordered by vote of the Council. 

Dr. Mongan moved the adoption of the report 
as a whole. This motion was seconded by Dr. Ober, 
and it was so ordered by vote of the Council. 

Dr. Mongan left the platform amid applause. 
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NoMINATION OF DELEGATES 


The President presented the following list of 
nominees as delegates: 
To the House of Delegates, American Medical Association, 
for two years, from June 1, 1945: 
DELEGATES ALTERNATES 


Charles J. Kickham, Brookline tobe Fallon, Worcester 
Leland S. McKittrick, Boston atrick J. Sullivan, Dalton 


To the House of Delegates, American Medical Association, 
for one year, from June 1, 1945: 


Dr. Patrick E. Gear, Holyoke, alternate to Dr. Charles E. 
Mongan, Somerville. 


To the annual meetings of the fire New England state medical 
Societies in 1945: 


Maine: Merrill C. Sosman, Boston; Frank R. Ober, Boston. 


New Hampshire: Dwight O’Hara, Waltham; Howard F. 
Root, Boston. 


Vermont: Frederick S. Hopkins, Springfield; George 
Ballantyne, Worcester. 


Rhode Island: W. Richard Ohler, Jamaica Plain; Leroy 
E. Parkins, Boston. 


Connecticut: Eugene M. Landis, Chestnut Hill; Charles 
F. Branch, Boston. 


To the Annual Congress on Medical Education and Licen- 
sure, American Medical Association, at the Palmer House, 
Chicago, February 12 and 13, 1945: 


Reginald Fitz, Boston. 


Dr. Bagnall said that the appointment of delegates 
to the annual meetings of the other state medical 
societies was from the personnel of the Committee 
on Postwar Planning so that this committee might 
know what was going on in this respect in other 
states. 

The President asked if there were any nominations 
from the floor. There being none, Dr. Ober moved 
that the nominations as read by the President be 
confirmed. This motion was seconded by Dr. 
Cheever, and it was so ordered by vote of the 
Council. 


Ad Interim APPOINTMENTS 


Dr. Bagnall offered the following ad interim ap- 
pointments: 


To the Council: 
Dr. Alice M. Broadhurst, Middlesex South, replacing 
Dr. Stanton Garfield, resigned. 
Dr. Ralph N. Brown, Middlesex South, replacing Dr. 
Brainard Conley, resigned. 
Dr. Vlado A. Getting, Middlesex South, replacing Dr. 
Elliott Robinson, resigned. 
Dr. William H. Blanchard, Suffolk, replacing Dr. 
William B. Breed, deceased. 
Dr. William J. Elliott, Worcester, replacing Dr. Charles 
A. Sparrow, deceased. 
Dr. William F. Regan, Middlesex East, replacing Dr. J. 
Harper Blaisdell, deceased. 
To the Committee on Publications: 
Dr. John Fallon, replacing Dr. William B. Breed, de- 
ceased. 
To the Committee on Society Headquarters: 
Dr. Frank R. Ober, chairman, replacing Dr. J. Harper 
Blaisdell, deceased. 


Dr. Albert A. Hornor, a member, replacing Dr. Ober 
who has become chairman. 
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To the Committee on Legislation: 

Dr. Edward J. O’Brien, representing Middlesex South, 

to replace Dr. Brainard F. Conley, resigned. 
To the Committee on Membership: 

Dr. Roy V. Baketel, replacing Dr. Sumner H. Remick, 
resigned. 

To the Committee on Postwar Planning: 

Dr. Howard F. Root, chairman; Dr. Leroy FE. Parkins, 
secretary; Drs. Arthur W. Allen, Edward. P. Bagg, 
George Ballantyne, Charles F. Branch, C. Sidney 
Burwell, Allan M. Butler, Nathaniel W. Faxon, 
Vlado A. Getting, G. Philip Grabfield, Frederick S. 

- Hopkins, Chester M. Jones, Eugene M. Landis, 
Leland S. McKittrick, J. Howard Means, Robert N. 
Nye, Frank R. Ober, Dwight O’Hara, W. Richard 
Ohler, Walter G. Phippen, Merrill C. Sosman, Michael 
A. Tighe and Charles F. Wilinsky. 


To the Various Subcommittees of the Committee on Postwar 
Planning: 
Co-ordinating Committee on Education: 


Drs. Charles F. Branch, Nathaniel W. Faxon and W. 
Richard Ohler. 


Subcommittee on Hospitals: - 


Dr. Nathaniel W. Faxon, chairman; Drs. Arthur W. 
Allen, James W. Manary and Charles F. Wilinsky. 


Subcommittee on Medical Economics: 


Dr. Leland S. McKittrick, chairman; Drs. Allan M. 
Butler, Viado A. Getting and Merrill C. Sosman. 


Subcommittee on Medical Schools: 


Dr. Charles F. Branch, chairman; Drs. C. Sidney 
Burwell, Dwight O’Hara and Walter G. Phippen. 


Subcommittee on Organization: 


Dr. Chester M. Jones, chairman; Drs. Edward P. 
Bagg, George Ballantyne, Frederick S. Hopkins, 
J. Howard Means, Frank R. Ober, Joseph W. O’Con- 
nor, Francis J. Steele and Michael A. Tighe. 


Subcommittee on Postgraduate Education: 


Dr. W. Richard Ohler, chairman; Drs. Vlado A. Get- 
ting, G. Philip Grabfield, Edward G. Huber, Lewis 
M. Hurxthal, Charles J. Kickham, Eugene M. 
Landis, Robert N. Nye, Frank R. Ober, Joseph W. 
O’Connor and Samuel H. Proger. 


To the Committee on Rehabilitation: 


Dr. Joseph H. Shortell, chairman, replacing Dr. William 
E. Browne, resigned. 


To the Committee on Council Rules: 


Dr. Charles E. Mongan, chairman; Drs. Frank R. Ober 
and Michael A. Tighe. 


Dr. Bagnall spoke of the resignation of Dr. Conley 
as chairman of the Committee on Legislation as 
having come about because of his change of resi- 
dence. 

Dr. Cheever moved the Council’s approval of 
these appointments. This motion was seconded by 
Dr. Ober, and it was so ordered by vote of the 
Council. 3 

Dr. Charles J. E. Kickham, Norfolk, expressed the 
belief that the Subcommittee on Hospitals of the 
Committee on Postwar Planning should be more 
representative of all the hospitals of Massachusetts. 
He pointed out that, as it was constituted, only the 
three main hospitals in Boston were represented. 
He expressed the belief that this condition should 
be remedied by making certain additions to this 
subcommittee. 
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Dr. Root said that it was planned to do just that. 
He added that, if the previous speaker would send 
in to the committee the name of a hospital repre- 
sentative who would be willing to attend meetings 
and participate in the job ahead, that name would 
be added. Dr. Kickham said that he had no par- 


ticular person in mind. 


OBITUARIES 
Obituaries of former councilors were read by the 
President as follows: 


Dr. Joun Harper BriatspeE.tt, a member of the Council 
from Middlesex East District since 1931, died suddenl 
on October 25, 1944, in Boston. He was in his fifty-nint 


ear. 
. Dr. Blaisdell was raduated in 1907 from Dartmouth ~ 


College and received his degree in medicine from the Har- 
vard Medical School in 1911. After his internship at the 
Massachusetts General Hospital he began practice in 
Boston, specializing in dermatology. He taught for many 
years at the Harvard Medical School and was a member 
of the staffs of the Massachusetts General Hospital and 
the Boston Dispensary. 

He had long been prominent in the affairs of the Mas- 
sachusetts Medical Society having held the following 

sitions: vice-president and president of the Middlesex 

ast District Medical Society; a member of the Com- 
mittee on Public Relations since its organization in 1931 
_and chairman of its Subcommittee on Hospital Relations; 
nominating councilor from Middlesex Fast District in 
1932 and alternate nominating councilor for several years; 
secretary and chairman of the Section of Dermatology 
-and Syphilology; chairman of the Committee to Revise 
the By-laws, which was established in 1942; chairman 
of the Committee on Society Headquarters; a member of 
the Committee Concerned with Prepayment Medical-Care 
Costs Insurance; and, finally, just before his death, chair- 
man of the newly formed Committee on Council Rules. 

Dr. Blaisdell was one of the prime movers in the organiza- 
tion and administration of the Massachusetts Pospital 
Service Corporation (Blue Cross) and the Massachusetts 
Medical Service Corporation (Blue Shield). Pe was one 
of the original signers of the charter granted the Massachu- 
setts Hospital Service Corporation on March 11], 1937. 
He served as a member of the Board of Directors of the 
Blue Cross from 1937 until his death. He also served as a 
member of the Board of Directors of the Blue Shield from 
the time of its organization in 1942 until his death. He was 
chairman and joint representative for the Massachusetts 
Medical Service and the Massachusetts Hospital Service 
on the Interlocking Services Committee. 

His memberships included the American Medical Asso- 
ciation, American Dermatological Association, New Eng- 
land Dermatological Society, of which he was at one’ time 
president, and the Atlantic Dermatological Conference. 

e was formerly chairman of the Section of Dermatology 
and Syphilis of the American Medical Association. 

Dr. Blaisdell is survived by his widow and two sons. 


Dr. AtFrep J. Bonnevitte, of Hatfield, died January 11. 
He was in his seventy-fourth year. 

Dr. Bonneville received his degree from the Medico- 
Chirurgical College of Philadelphia in 1911. He was vice- 
president of the Hampshire District Medical Society in 
1920 and president of this district in 1921. He was district 
supervising censor and councilor of the Society from 1922 
to 1945, and a member of the Committee on Public Rela- 
tions from 1942 to 1945. 

In 1944, Dr. Bonneville was cited b 
stall for his work in civilian defense. 


Governor Salton- 
e was on the staff 
Dickinson Hospital, Northampton, and was 
a fellow of the Aimerican Medical Association. 

His widow and three sisters survive. 


Dr. Georce B. Fenwick, of Chelsea, died October 27. 
He was in his sixty-eighth year. 

Dr. Fenwick graduated from Harvard University in 
1900 and from Harvard Medical School in 1904. He was 
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a member of the local Selective Service board and or- 


the D W. Finnerty PLYMOUTH 
anized the Civilian Defense Medical Unit in Chelsea. H. Q. Gallupe S. J. Beers 
e served several terms on the Chelsea Board of Health. F. W. Gay C.H. King 
He had been a member of the Council from Suffolk V. A. Getting P. H. Leavitt 
District since 1936. H. G. Giddings C. D. McCann 
His widow, a daughter and a son survive. H. W. Godfrey 4 J. McNamara 
At the request of the President, the Council stood be W. 
for one minute in silent tribute to the memory of ae Hubbard, Jr iiagia 
ouett 
these former councilors. SE poe W. H. Blanchard 
: A. N. Makechnie W. J. Brickley 
New Business C. FE. Mongan W. 
Dr. Reginald Fitz, Suffolk, directed a question Ey Jr. - ty 
to Dr. Mongan, chairman of the Committee on Dwight O’Hara N. W. Faxon 
Council Rules, as to what was meant by the words Fabyan Packard Reginald Fitz 
L. G. Paul Maurice Fremont-Smith 
majority vote of the Council” as these words appear T. E. Reilly Channing Frothingham 
in the rules that had been adopted. Dr. Mongan Max Ritvo jorepa _— 
replied that this meant a majority of those present. John 
There being no further business before the Coun- H. P. Stevens A. ~ poked " 
A. B. Toppan L. urxtha 
President announced the meeting adjourned Vance W. J. Mizter 
at 9:2U p.m. C. F. Walcott Donald Munro 
MicuakEt A. Ticue, Secretary A. L. Watkins H. L. Musgrave 
: B. M. Wein H. F, Newton 
Hovhannes Zovickian R. N. Nye 
: F. R. Ober 
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F. W. Snow Harry Braverman H. D. Bone 
C. F. Warren MippLesex Soutu N. R. Pillsbury J. V. McHugh 
E. W. Barron D. B. Reardon F. A. Reynolds 
Essex SoutH B. H. A. Robinson B. P. Sweeney 
H. A. Boyle arris Bass 7 
C. L. Curtis J. D. Bennett Tom a 
Loring Grimes W. O. Blanchard 
P. P. Johnson G. F. H. Bowers 


Alice M. Broadhurst 


APPENDIX NO. 2 


0. § Pettingill aren R. Brown Propos—ED AMENDMENT ‘ro THE By-Laws 

ED Revels RW. Buck. The following amendment to the by-laws of the Mas- 
G. S. Rust E. J. Butler sachusetts Medical Society is submitted by Dr. Jacob Fine: 
P. E. Tivnan J. F. Casey Chapter V, Section 2b, is hereby amended to read as 
C. F. Twomey . A. Daley follows: The secretary of a district society shall receive an 
C. A. Worthen . F. Day application from a graduate of a discontinued medical 
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school, a foreign medical school after the year 1933 or 
any medical school not approved by the Council only 
when the applicant has possessed a license to practice 
medicine in the United States or its territories for at least 
five years. A graduate of a foreign medical school on the 
approved list of the National Board of Medical Examiners 
prior to 1934 may apply for membership to the secretary 
of a district society if he has possessed a license to practice 
medicine for a minimum of five years. 


Dr. Fine offers in support of this amendment the follow- 
ing: 

If the administration of this modification of the 1942 amend- 
ment would be difficult, I would ask the Executive Committee 
to consider reverting to the wording of this section of the 
by-laws prior to May, 1942. At the annual meeting of the 
Massachusetts Medical Society in May, 1942, an amendment 
to the by-laws was adopted under Chapter V, Section 26, 
which reads as follows: 

The secretary of a district society shall receive an appli- 
cation from a graduate of a discontinued medical school. 

a foreign medical school or any medical school not approved 

by the Council only when: The applicant has possessed a 

license to practice medicine in the United States or tts territories 

for at least five years. 


This amendment to the by-laws is a modification of a pre- 
vious amendment adopted in 1939, which specified that 
eligibility for aocaherchip of applicants from such medical 
schools required practice for a minimum of five years. The 
1939 amendment did not specify that the practice must 
have been within the confines of the United States or its 
territories. The reason for the adoption of the 1939 amend- 
ment, according to the Committee on Membership in its 
report of May 30, 1944, was that “an increasing number of 
hysicians were beginning to infiltrate Massachusetts.” 
When the more restrictive amendment of 1942 was pre- 
sented to the Society the spokesman for those in favor 
stated that there was “nothing revolutionary as it appears 
in the text.” He read the 1939 amendment for comparison 
with the 1942 amendment showing the distinction men- 
tioned above. He added as the reason for the change that 
applicants for membership should have lived in their com- 
munity sufficiently long to afford their confreres oppor- 
tunity to pass on their standards of practice. Many of those 
who opposed the 1942 amendment felt that such a reason 
for adopting the change was discriminative, since if it re- 
quires five years to evaluate a physician’s standards of prac- 
tice, why should we customarily admit those trained in the 
United Grates shortly after their entry into practice? The 
implication from the spokesman’s statement is that the ethics 
and the training of the European physicians are necessarily 
subject to greater scrutiny than those of native physicians. 
It is therefore pertinent to inquire into the ethics and 
training of the foreign physician. As for the training of 
European physicians, some doubt that European schools 
during the last decade have been able to provide adequate 
training. The Committee on Membership stated in its May, 
1944, report to the Council that no one knows how good an 
education foreign physicians had received and that the 
Committee on Medical Education found it “impossible to 
evaluate the medical education in foreign schools, particularly 
that gained on the Continent.” According to the Com- 
mittee on Membership, the Council on Medical Education 
and Medical Diplomas until 1939 had been determining 
what foreign medical schools were acceptable as offering 
an education equivalent to that of our recognized domestic 
schools. In actual practice, however, the Committee on 
Medical Education and Medical Diplomas did not under- 
take to evaluate foreign medical schools, but considered 
each applicant’s qualifications on an individual basis. Data 
on foreign medical schools, however, was available to this 
committee, if such was needed, from the list of foreign 
medical schools published by the National Board of Medical 
Examiners as having acceptable standards. Since the Mas- 
sachusetts Board of Registration in Medicine accepts 
diplomates of the National Board without further examina- 
tion, it is fair to assume that the latter’s standards for ad- 
mission to examination are acceptable in Massachusetts. If 
this list became of doubtful value after 1933, the year when 
the European turmoil suddenly became aggravated due to 
the rise of Hitler, it was still valid for physicians who had 
graduated from medical schools before that time. Why should 
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such physicians, whose type of education was known and 
approved by the National Board of Medical Examiners 
be classed with those whose education obtained at a later 
time might be considered of dubious quality? Why is it 
not fair and proper to distinguish between graduates from 
foreign schools before and after 1933? 

The Committee on Membership cites as evidence of the 
poor education of foreign-trained physicians their poor show- 
ing in the State Board examinations compared with that of 
native physicians. Any open-minded person will admit 
that any physician over forty (the minimum average age 
of medical emigres) not facile in the English language and 

sychologically traumatized could hardly be expected to do 

etter. What is more appropriate for consideration by the 
Society is not the doctors who failed but those who passed. 
Shall those who passed be penalized because others failed? 

One may speculate as to other motives than those alleged, 
which may have been responsible for the 1942 amendment. 
The Committee on Membership states that in 1939 foreign 
physicians “began to infiltrate Massachusetts” and the 
number who came in per year was mounting rapidly, total- 
ing over three hundred according to the Committee on 
Membership, although the American Medical Directory and 
the files of the Boston Committee on Medical Emigres did 
not show much more than about half this number in actual 
practice in this state up to 1942. Is it not reasonable to 
assume that numbers, not qualifications, comprised the 
stimulus for this amendment? Even the larger figure in- 
dicates how trifling those numbers have been in proportion 
to the total number of physicians in this state. The Com- 
mittee on Membership agrees that there will be an occasional 
foreign-educated physician on whom the five-year rule will 
work a hardship. Obviously, if no hardship were involved, 
this discussion would serve little more than an academic 
purpose. The fact, however, is that most of the foreign 
physicians who practice in small and many of those in large 
communities do not have hospital privileges because they 
are told they are not members of the Massachusetts Medical 
Society. This is a hardship which the 1942 amendment is 
working, and it is a real hardship, ample testimony for which 
is available to the Boston Committee on Medical Emigres 
and anyone else interested. 

As for the ethics of foreign physicians, if some will say 
that it was not numbers but dubious ethics which brought 
about the 1942 amendment, I would ask them to state the 
evidence, not in general terms, innuendo or hearsay, but 
by specific case histories and the number of such instances 
before and since the adoption of. the 1942 amendment, 
which could justify continuation of the amendment in its 
present form. I am sure it can be shown that the foreign- 
trained physician has behaved neither better nor worse than 
native physicians and that he should be so regarded from 
the point of view of the time when he should be eligible for 
membership in this society. 


APPENDIX NO. 3 


REPORT OF THE COMMITTEE ON PUBLICATIONS 


The Committee on Publications wishes to record its sense 
of great loss in the death of Dr. William B. Breed. Dr. Breed 
contributed to the deliberations of the committee a broad 
vision, mature judgment and unfailing good will. 

The committee has invited Colonel Walter Bauer, medical 
consultant to the Eighth Service Command to deliver the 
Shattuck Lecture. The invitation has been accepted subject 
to the exigencies of military duty. 

The committee recommends the publication of the Directory 
for the year 1945. No directory has been published since 
1942, and because many changes have occurred in the fellow- 
ship list since that time, the officers believe that there is a 
distinct need for a new directory. It recommends, however, 
that the printing be limited to 500 copies and that they be 
distributed to the members of the Council and to other mem- 
bers in good standing on request. It is recommended that 
$1500 be appropriated for this purpose. 

The committee has LoD oneal to supervise the publica- 
tion of the New England Journal of Medicine. Again we 
wish to record our deep appreciation to the managing editor, 
Dr. Robert ye, for his efficient management of the 
Journal. We should also like to commend the work of Miss 
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Davies and her assistants, who have accomplished a phenom- 
enal task under most trying circumstances. 
During 1944, the Journal received 6109 new “outside” 
subscriptions, a figure 42 per cent greater than that for 1943. 
Of these, 4221 were from regular subscribers, and 1888 from 
students. There were many cancellations, and the net in- 
creases were 2394 and 357, respectively. Of the 1531 student 
subscriptions that expired, it is interesting that 674 were re- 
newed at the full rate. As of December 31, journals were 
being sent to 4317 members of the Society (including 288 in 
military service), 7512 regular subscribers, 2371 medical 
students and 348 miscellaneous readers, a grand total of 
14,885, not including 337 copies sent once a month to mem- 
bers of the New Hampshire Medical Society. This is an in- 
crease of 2632 over the corresponding figures for 1943, in 
spite of a decrease of 240 in copies going to members of the 
Massachusetts and New Hampshire medical societies. 
Operations for the year resulted in a net loss of $7937, 
which is accounted for by cash payments totaling $7900 from 
the Society and a loss of $37 in total assets or surplus. This 
compares with a loss of $5852 in 1943. The increase in ex- 
nse, which is greater than would be expected because of 
increase in circulation, was occasioned by larger costs for 
printing and binding. The net cost for each active member of 
the Society was gLAl, compared with $1.30 in 1943. 
he editorial board considered 194 manuscripts during 
1944, of which 151 were accepted, a slight reduction over the 
figures for 1943, which were 211 and 162, respectively. This 
has, of course, cut down the pagination devoted to original 
articles, but such a policy has seemed to be more desirable 
than the acceptance of papers that do not meet the standards 
set by the editorial board. 
The Journal is still troubled by the paper shortage. We 
were able this year to continue publication because of an 
extra allowance of paper from the War Production Board, 
owing to the fact that so many journals were sent to military 


ing the weight of paper stock. The year 1945 presents un- 
usual difficulties in relation to paper supply. It will be neces- 
sary to receive another ex-quota allotment from the War 
Production Board and possibly to use a lighter weight of 
paper. 

The Council will remember that a year ago the Committee 
on Publications reported that a change had been made in the 
firms responsible for the printing, binding and mailing of the 
Journal. It was hoped that this change would overcome 
some of the difficulties that had been present in previous 
years because the former printer was unable to do satis- 
factory work. The change in printers obviously presented 
many annoying and time-consuming incidents because of 
the new printer’s unfamiliarity with many of the details. 
It was hoped that these difficulties would decrease as the 
year advanced. They are, however, still present. The re- 
prints have been delayed, much as before. There has been 
continued difficulty with the mailing stencils, and this has 
necessitated increased work by the clerical staff. These diffi- 


the Mi ournal continues to increase its circulation and the office 
work continues to expand, additional space will soon be 
needed. 

Because of the increasing circulation outside of Massachu- 
setts, about the first of the year a form letter with a return 
post card was sent to subscribers in four widely separated 
sections of the United States — Connecticut, Ohio, Texas 
and two West-Coast states, Oregon and Washington. The 
letter requested that the subscriber indicate on the post 
card his choice of various features of the Journal and whether 
or not he would probably subscribe if the progress reports 
were reprinted as a quarterly publication. The preliminary 
tabulation of replies indicates that by far the majority of 
these readers subscribe to the Journal because of its total 
content and that the case reports are the most popular of 
the individual features. The response to the question con- 
cerning the quarterly reprinting of the progress reports 
appears to indicate that such an undertaking would be 
successful. 

The outlook for 1945 is difficult to visualize. The shortage 
of book Paper may necessitate a further cut in the size of the 
Journal. Our difficulties with printing, binding and mail- 
ing may become less troublesome. Aicatsisias contracts 
promise to bring in a larger net return than ever before; 
the rates were again increased on January 1, and those of 
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culties we hope will be ironed out in the course of time. If _ 


593 


January 1, 1944, become effective for the advertisers whose 
contracts were extended a year ago at the 1943 rate. There 
is no appreciable letup in the increase of circulation, al- 
though the net increase will probably be less than in 1944. 
Operating costs should increase only proportionally with 
the circulation, and because of the increase in revenue, the 
net cost to the Society should be lower. On account of un- 
aoe sce factors, however, an appropriation of $8000 has 
een requested. 

he accounts of the Journal have been audited and found 

to be in order. 
Ricnarp M. Situ, Chairman 


APPENDIX NO. 4 


REPORT OF THE COMMITTEE ON PUBLIC HEALTH 


Basic GENERAL PLAN FOR A MassAcHnuSsETTS PROGRAM 
FOR THE CARE OF CHILDREN WITH AcuTE RHEUMATIC FEVER 


It is intended that the proposed acute rheumatic fever 
program as described in the following pages shall be con- 
ducted as a part of Services for Crippled Children. There 
are several good reasons for including such dissimilar con- 
ditions as orthopedic and plastic cases with acute rheumatic 
fever in one administrative unit other than that the funds for 
all those conditions emanate from the Children’s Bureau of 
the Department of Labor. The most important reason is 
that the members of the Department of Public Health who 
are conducting Services for Crippled Children have, during 
the eight years that the Service has been in operation, main- 
tained excellent relations with the members of the Massachu- 
setts Medical Society, both individually and collectively. 

The acute rheumatic fever program will be administered 
as nearly in accordance with the principles that have guided 
the conduct of Services for Crippled Children as is possible, 
taking into consideration the clinical differences between 
the two types of patients. The same high ethical standards 
will be maintained and professional standards will be equally 


high. 

No children will be accepted for care under the acute 
rheumatic fever program unless a request for such care 
signed by a licensed physician has been received and unless a 
social service worker os investigated the home and has 
determined the fact that the family is medically indigent. 
A patient having been accepted for care will be given medical 
and hospital care, and care in a convalescent home, if neces- 
sary. The program will be limited to children of school age, 
and no custodial care for children with far-developed heart 
disease will be provided. The same relations will be main- 
tained with the family physician as has been done in Services 
for Crippled Children, that is, the patient is always re- 
arded as having been merely referred to the department 
lee special services. The family physician will be kept in- 
formed of the progress of his patient and the patient will 
be referred back to him on discharge. 

It will be recalled that the Department of Public Health 
in 1936, after state-wide conferences with members of the 
respective district medical societies, obtained the approval 
of the Council of the Massachusetts Medical Society for the 
conduct of the Crippled Children’s program. The Depart- 
ment of Public Health intends to conduct the rheumatic 
fever program under the same basic policy as has always 
been in effect, namely, that there will be no infringement 
upon the rights of practicing physicians. All children ac- 
cepted for care under the Crippled Children’s program have 
invariably presented an application signed by a physician. 

It is desired to secure the authority of the General Court 
so that hospitalization and convalescent care for the ma- 
jority of the children cared for under the program can be 
provided at the North Reading State Sanatorium. It is 
also planned to purchase hospital care in other hospitals in 
the state for children whom it would be preferable to hos- 
pitalize locally because of transportation difficulties, or for 
social or other reasons. Similarly, convalescent care would 
be provided elsewhere whenever necessary. 

bout fifteen states now have programs in operation for 
the care of children with acute rheumatic fever or heart 
disease, but in only one of these states is the program state- 
wide. The Children’s Bureau has, however, indicated that 
a state-wide program for Massachusetts would be acceptable. 
Such a program in order to receive the approval of the chief 
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of the Children’s Bureau and at the same time to meet the 
needs of the Commonwealth must be organized and ad- 
ministered along the following lines. 


1. Administration of the program. — The administration of 
a Massachusetts rheumatic oat program should be the 
responsibility of the Orthopedic Bureau of the Division of 
Child Hygiene of the Department of Public Health. 
pediatrician with special knowledge of this field should assume 
direct responsibility for planning and developing these serv- 
ices. An advisory committee should be appointed by the 
Commissioner of Public Health, which should be composed 
of representatives of the various professional fields involved 
in a program of this type — medical, social, nursing, educa- 
tion and so forth. 


2. Eligibility for care. — Children under the age of twenty- 
one with heart disease or conditions leading to heart disease, 
who are medically indigent, are eligible for care. Emphasis 
would be given to the care of children with rheumatic fever 
or rheumatic heart disease, particularly early in the disease, 
but children with other types of heart disease which offer 
a reasonable expectation of improvement through treat- 
ment should also be eligible for care. Mere custodial care 
would not be authorized. As in the case of children with 
orthopedic or plastic defects, diagnostic services would be 
available, on the signed request of a registered physician, 
to all children of the Commonwealth, but a child would be 
accepted for further care only when it has been determined 
(as is done at present) that the child’s family is unable to 
meet, in whole or in part, the expenses of prescribed treatment. 


3. Basic professional services. —a. Medical services. —A 
pediatrician employed by the Department of Public Health 
on a full-time basis would be administratively responsible 
for medical care of these children in all stages of treatment, 
whether in clinic, hospital, convalescent home, foster home 
or the child’s own home. This would ensure continuity of 
medical care. This pediatrician should either have already 
had special training or experience in the field of rheumatic 
fever and heart disease in children or should be given special 
training in this field. Consultation services by cardiologists, 
surgeons and specialists in other branches of medicine and 
surgery would be provided when necessary by qualified 
consultants who are certified by, or eligible for certification 
by, the boards of their respective specialties. Fees for such 
services would be paid by the Department of Public Health. 

b. Medical-social services. — Medical-social consultants 

on the staff of the Department of Public Health would be 
responsible for meeting the medical-social needs of these 
children. These workers would not merely give direct service 
in connection with all phases of the care of the children but 
their function would be largely that of developing and help- 
ing to improve the social services available in the community 
to those children. 
_ ¢. Public-health nursing services. — A public-health nurs- 
ing consultant on the staff of the Department of Public 
Health would supervise the public health nursing services 
for children under this program. Generalized public-health 
nursing services are more widely available in Massachusetts 
than in almost all other states, so that a state-wide program 
could be easily administered. ? 


4. Diagnostic services. — Diagnostic services would be 
provided in clinic centers, as is done in the orthopedic con- 
sultation clinics. If, for diagnosis, observation or any pro- 
cedure too elaborate for the clinic is necessary, the children 


would be hospitalized for diagnosis. Diagnostic service would 


be acest for by the Department of Public Health pedia- 
trician. If a child who needs diagnostic service is too sick 
to come to the clinic, the pediatrician would make a home 
visit, in consultation with the family physician. 


5. Treatment services. — a. Clinic services. — Regular clinics 
would be held for diagnostic services and follow-up care. 
These clinics would be conducted by a pediatrician, assisted 
by a medical-social worker and a public-health nurse. Not 
more than six or eight children would be seen in a half-day 
clinic session. 


b. Hospital care. — The Department of Public Health will 
seek legislation authorizing the admission of children suffer- 
ing from rheumatic fever and heart disease to the North Read- 
ing State Sanatorium. It is also planned to purchase hospital 
care in other hospitals in the state for children whom it would 
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be preferable to hospitalize locally because of transportation 
difficulties, or for social, or other reasons. 
c. Convalescent care. — Children would be kept in hos- 


pital only during the acute stage of the disease and would | 


then be transferred elsewhere for a period of prolonged bed 


rest during the chronic stage. This type of care is usually 
provided in a convalescent home, a foster home, or the 
child’s own home. 


(1) Convalescent home care. — At these homes medical, 
nursing and social supervision adequate for the care of the 
sick child in bed would be given. Such home’ would also 
be used for children who have entirely recovered from 
rheumatic fever but who are not physically up to par 
because of the recent acute attack. It is probable that a 


portion of the North Reading State Sanatorium could 


set aside for this type of care. 

(2) Foster-home care. — Occasionally, foster homes are 
the only resource available, although experience in Services 
for Crippled Children indicates that this service is not often 
needed. This type of care seems preferable to institutional 
care for some individual children. 

(3) Care in the child’s home. — Services in the child’s own 
home include diagnostic services for the child who is epee 
unable to attend a clinic and treatment for the child with 
rheumatic fever or a complicating illness if he can be cared 
for in his own home. Joint planning by the pediatrician, the 
medical-social consultant and the public-health nursing con- 
sultant would be necessary to meet any personal and environ- 
mental difficulties which might obstruct the treatment and 
care of the child in the home situation. 


6. Transportation of children. — This can usually be ar- 
ranged in co-operation with local community agencies. Am- 
bulance service would need to be provided by the Depart- 
ment of Public Health when necessary. : 


7. Educational needs of the rheumatic child. — Social 
Security funds are not provided for education of the phys- 
ically handicapped child, but medical-social workers would 
be expected to arrange for such services through official 
educational agencies. 


8. Vocational guidance. — There is already a close relation 
between the Department of Public Health and the Division 
of Vocational Rehabilitation of the Department of Educa- 
tion for vocational guidance for crippled children. This co- 
operation would be extended to the children cared for in 
an acute rheumatic fever program. 

Roy J. Warp, Chairman 
Ernest M. Morris, Secretary 


APPENDIX NO. 5 


Report OF THE COMMITTEE ON SociETY HEADQUARTERS 


A meeting of this committee was held on June 7, 1944, the 
chairman, Dr. J. H. Blaisdell, presiding. There were present 
Drs. D. B. Reardon, F. R. Ober, M. A. Tighe, R. Fitz and 
E. S. Bagnall. The space occupied by the Society and the 
New England Journal of Medicine was inspected. Following 
this, there was a discussion of the duties of the committee 


and what funds were available for carrying out those duties. 


It was voted that the chairman, together with the Treasurer 
and the chairman of the Committee on Finance, should look 
into the question of what money is available to this com- 
mittee can what charges should be made against it, and also 
to report on how and what rent is paid to the Boston Medical 
Library, reporting their findings back to the Committee on 
Society Headquarters. 

second meeting of this committee was held on October 25, 
at 1:15 p.m. There were present Drs. Tighe, Ober and Rear- 
don of the committee and also Drs. R. N. Nye, R. M. Smith, 
F. C. Hall and Eliot Hubbard and Mr. R. St. B. Boyd. In 
the absence of the chairman, Dr. Blaisdell, Dr. Ober called 
the meeting to order. Dr. Nye explained that the purpose 
of the meeting was to consider the item in the budget labeled 
“Headquarters.” The money in this item although spent 
was never approved by any committee, which is required 
by the by-laws. It was explained that the chairman of the 
committee, Dr. Blaisdell, thought this ought to be a func- 
tion of the Committee on Society Headquarters. Under this 
budget would be included miscellaneous items, clerical 
assistance for various committees and so forth. It was ex- 
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plained that this sum should be split up and allocated to its 
proper authorities. Such items as rental, cleaning and light- 
ing should be charged to the Committee on Society Head- 
quarters, and the remainder of the charges should be under 
a separate heading and charged to the Secretary’s expenses, 
allowing an additional budget of about $6000 a year to cover 
such expenses. This would be a more businesslike procedure 
and would also be according to the by-laws of the 
Society. It was suggested that the heading for this item be 
called “‘Administration Expenses.” 

It was voted to set up a budget for general administrative 
expenses for the Massachusetts Medical Society and that 
this fund should be in the hands of the officers of the society. 
At that point in the meeting word was received that Dr. 
Blaisdell, chairman of the committee, had just been killed 
in an automobile accident. The meeting was then adjourned. 
On November 1, Dr. Ober was appointed chairman of 
the committee, and later on Dr. A. A. Hornor was ——— 
to fill the vacancy that had occurred as a result of the death 
of Dr. Blaisdell. The office space occupied by the Massachu- 
setts Medical Society was inspected and measured. It was 
found to be in need of furniture and other accessories to make 
it useful to the Society. A budget was made out covering 
the estimated cost of these necessary items and was sub- 
mitted to the Committee on Finance. This sum will appear 
in the report of the Committee on Finance. 


Frank R. Oper, Chairman 


APPENDIX NO. 6 
REPoRT OF THE COMMITTEE ON FINANCE 


The Committee on Finance met on December 13, 1944, 
at the Headquarters of the Massachusetts Medical Society, 
8 Fenway. Present were Drs. Peer P. Johnson, Ernest L. 
Hunt and Francis C. Hall as members of this committee. Also 
present were President Elmer S. Bagnall, Secretary Michael 
A. Tighe and Treasurer Eliot Hubbard, Jr. 

At this meeting the committee noted the amount and 
nature of our income for 1944 — $59,629.26. A list of the 
items from which we derived this income is set forth below. 
The committee set up a budget for the fiscal year of 1945 — 
a figure of $52,960.00. This budget is set forth below. We 
noted the sales and purchases of investments by the Treasurer 
carried out on the advice of Loomis and Sayles, investment 
counselors. We noted also the expenses submitted by the 
different committee chairmen. 

It will be noted that our income is slightly larger than 
last year despite the further falling off in the item of dues 
of $3110. This falling off in the amount from dues, owing to 
remissions given to doctors going into the service, is less than 
before, and should not decrease very much from now on. 
The increased income is largely due to an increase in the 
amount coming to us from investments and seems to justify 
our employment of expert investment counselors. Our budg- 
et for 1945 is well within our estimated income. It is $6000 
larger than that for 1944, owing to increases in three items of 
expense. The first is the setting up of a Bureau of Clinical 
Information at Society Headquarters estimated at $2800 
for maintenance. The second is the setting up of the Com- 
mittee on Postwar Planning, which plans to be very active, 
with a cost estimated at The third is the in- 
creased habit of committees to have dinner meetings. Un- 
questionably dinner meetings result in better attendance of 
members and are fair to the men coming to Boston from 
a distance. This custom should result in benefit to the Society 
if used with discretion. 

Again, the Committee on Arrangements brought in a sur- 
plus instead of a deficit, due in large part to the efficiency 
of our executive secretary, Mr. Boyd, in selling booths to 
advertisers wishing to exhibit at the annual meeting and due 
to increased charges for these booths. The profit last year 
was $3542. For three successive years the chairmen of the 
Committee on Arrangements have recommended that Mr. 
Boyd’s salary be increased because of the fact that over a 
period of some years now his efforts have resulted in a change 
from a marked deficit to a real profit. They also pointed out 
that Mr. Boyd has taken on more and more work in rela- 
tion to the activities of the various committees. He is giving 
all his time to the work of the Massachusetts Medical Society. 
The Committee on Finance recommends that his salary be 
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increased to $4000, and that more opportunities be given 

ir. Boyd to serve the Society by having him sit in on com- 
mittee meetings and carry out the wishes of the committees, 
and by studying the methods of running other state medical 
societies. 

Dr. Robert N. Nye continues to run the New England 
Journal of Medicine with such efficiency that subscriptions 
are continuing to increase, advertising rates have been raised, 
and the cost of the Journal to the Society is less each year. In 
1944 instead of requiring the $13,000 allotted to the Journal 
in the budget, Dr. Nye required only $7000. He is asking 
for only $8000 next year, and probably will not need to use 
this amount. 

We recommend the setting up of a special item under 
General Administrative Expense with a budget of $2000, 
this fund to include expenses for stenography, telephone and 
innumerable items plus extraordinary expenses which have 

reviously been assigned to Society Headquarters as separate 
rom the Committee on Society Headquarters. This does not 
constitute extra expense but assigns these items to the care of 
the President and Secretary, leaving to the Committee on 
Society Headquarters merely the definite items of rent, light, 
eat and cleaning of the Headquarters rooms. The type of 
items included under Administrative Expense will be assigned 
to committee so far as possible, and we hope that a large part 
of this budget will be unexpended, but in the past no one 
has been responsible for them. 

It seems to the committee that the Society is being run 
with increasing efficiency and conservatively so far as ex- 
penditures are concerned. The investment portfolio seems 
to be in sound hands. 


Francis C. Hatz, Chairman 


* * * 
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3000 Executive Secretary ............c..ccesee 4000 
2000 Treasurer and Assistant Treasurer ........ 2000 
Expenses of Officers and Delegates: 
2350 3800 
0 Executive Secretary 500 
0 supervising 0 
700 Delegates tothe House of Delegates (A.M.A.) 700 
General administrative expenses under super- 
vision of President and Secretary ....... 2000 
Committees Elected by District Societies: 
Standing Committees: 
200 Arrangements: 
Estimated income ......... $11,335.75 
Estimated profit ........... $3,361.95 200 
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13,000 New England Journal of Medicine ....... 8000 
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Committee on Membership: 
Physical 50 Committee on Industrial Health: 
Postgraduate Instruction 25 79.09 service, postage, dinner meet- 
Automobile Essusanee Claims (committee Military Postgraduate Committee 
To Meet With Massachusetts Hospital Asso- $682.59 $1000 
600 Postage, telephone, stationery ............ 100 
Conference to Discuss Wagner Bill $223.00 $600 
(committee eenage Bureau of Clinical Information: 
Medical Advisory to Regional OPA ....... 10 104.00 P 500 
$782.99 $2800 
on Postwar Planning 
DETAILED Expense AccCouUNTS Praveling expenses. .... 500 
Study of other sane medical societies and 
Expenpi- $80.08 $3000 
TURES 
1945 
: $200 
Clerical work ..........cseseeeeescveess 200 New England Journal of Medicine 
lowers to funerals Actua. Estimaten 
Clerical w ork 1800 __1,200 __ 1,500 
Stenographic reports of Council meetings Fablication of Joursel $65,000 $70,000 
ellaneous . .. 140 Publication of reprints 6,100 3,500 
elephone. .. 60 Office and other salaries................ 25,200 27,000 
$3800 Commissions, fees, etc. .............0-- 7,200 7,500 
Office and sundry expenses 6,500 7,000 
Investment counsel (Loomis and Sayles)... 1000 
Excess clerical expense (N. E. J. of Med.) 318 
iscellaneous for balance of year ’ 3 
Hartshorn and Walter (public Appropriation $13,000 $8,000 
——  ¢ 
$2500 *Based o1 on ten months’ operation. 
Executive Committee: 
$400 Report oF THE CoMMITTEE ON Pustic RELATIONS 
Committee on Public Relations: The committee has studied the question of policy in supply- 
175 ing advice to ay inquirers coming into a community about 
50. the selection of a family physician. The committee recom- 
"$300 mends that all requests for information by the laity, as to 
whom they should consult, should be referred to the secre- 
Committee on Arrangements: 
5986 ary’ of the respective district society. 
Printin ES EE eee 428 e Subcommittee on Publicity reported to the Committee 
Returned rentals 340 on Public Relations, and their report was unanimously 
Guest speakers 123 adopted. Important features of this report were as follows: 
he 153 it was the unanimous vote of the subcommittee that in view 
Public of scientific of the probability of not getting an ideal man now we should 
162 not try to hire a publicity agent at the present time; mean- 
343 time, the secretary of the Society should instruct and en- 
Estimate for balance of year.............. ___ courage the executive secretary of the Society to familiarize 
$3000 himself with medical publicity; it was the unanimous opinion 
of the subcommittee that the expense of the work sug- 
Committee on Ethics and Discipline: gested in the above recommendation should be charged 
Clerical work es 100 to administration; and it was the unanimous opinion of the 
ie tae 35 subcommittee that the publicity of the annual meeting is 
5 the responsibility of the Committee on Arrangements. 
$200 The Committee on Public Relations recommends the adop- 
Committee on Public Health: tion of these principles. 
Clerical help and postage ..............4. 200 fter prolonged discussion it was duly moved and seconded 
Gacenidiies ois Medical Defense: and the following motion carried unanimously, namely, 
Counsel fees 1500 that the Committee on Public Relations of the Massachusetts 
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Medical Society shall report to the Council of the Massachu- 
setts Medical Society that this committee is in favor of 
finding and expanding common grounds of agreement with 
representative groups of the public and that a committee 
be appointed by the President with the end in mind of creat- 
ing a general understanding of the problems involved in 
good medical care. 

After general discussion in the committee the following 
motion was unanimously passed, namely, that, recognizing 
our obligation to further the education of the public in 
regard to medicine, it be recommended to the Council that 
the President appoint a special committee, containing repre- 
sentatives of the Committee on Public Relations, Com- 
mittee on Ethics and Discipline, Committee on Publications, 
Committee on Public Health and any others that he desires 
to further the education of the public in regard to medical 
questions, particularly through popular magazines. 

hree questions about industrial-accident cases were re- 
ferred to the subcommittee on Industrial Accidents, headed 
by Dr. Ellison. These questions were: the abuse of the 
rules that an injured employee may have the services of 
a physician of his own choice; a question of the correct 
charge by a doctor to a patient whom he treated, the case 
having previously been declined by the Committee on 
Ethics and Discipline; and the question of simplified in- 
surance forms, which was brought to the attention of the 
committee by the Norfolk District Medical Society. 

The report of the meeting attended by representatives 
of the New England Roentgen Ray Society, the chairman 
of the Section of Radiology of the Massachusetts Medical 
Society and the Committee Appointed to Confer with the 
Massachusetts Hospital Association was read and dis- 
cussed by the Committee on Public Relations. The com- 
mittee approves the principles laid down by the above-men- 
tioned groups. These principles will be outlined in the 
report furnished by Dr. Phippen, chairman of the Committee 
Appointed to Confer with the Massachusetts Hospital 
Association. 

Apert A. Hornor, Secretary 


APPENDIX NO. 8 


REporT OF THE SUBCOMMITTEE TO MEET WITH THE MEDICAL 
Apvisory CoMMITTEE OF THE STATE INDUSTRIAL AccI- 
DENT BoaRD 


This subcommittee was originally appointed to meet with 
the Advisory Committee of the State Industrial Accident 
Board but at the last meeting of the Committee on Public 
Relations, the subcommittee was asked to take up three 
problems directly with the Board itself. 

he first concerns a complaint in writing against an alleged 
practice of insurers and employers of compelling an injured 
employee to submit to treatment by the surgeon and at the 
hospital designated by them. Many surgeons say that when 
employees request their services rather than those of the 
company-appointed man that the employee faces discharge 
or at best unpleasant treatment thereafter by the employer. 
The chairman of the State Industrial Accident Board au- 
thorizes the subcommittee to say that if any doctor who 
has had such an experience or who knows of such a case 
will present all the facts in writing to her, including the date 
of the accident, the name of the employee and of the fore- 
man, nurse or other that in any way shows this illegal action 
toward an injured employee, she will take prompt action 
to stop such practices. 

The second problem was concerned with a matter of ethics 
and procedure that is becoming increasingly serious to the 
Industrial Accident Board. An employee developed an in- 
guinal hernia, responsibility for which was denied by the 
insurance company. He then contracted to have the hernia 
operated by a private physician to whom he agreed to pay 
$250, this amount to include hospital and operation fees. 
Subsequently the Industrial Accident Board found for the 
employee, and he felt that the insurer should pay the entire 
$290. Your subcommittee thought, and this opinion was 
endorsed by the chairman of the Industrial Accident Board, 
that the insurer should pay only the amount usually allowed 
by the Board for the surgeon and hospital in an uncom- 
plicated case of this type. 
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This matter of industrial accidents is not a one-way street. 
One of the great problems now facing the State Board is a 
practice that is becoming widespread, especially in Boston. 
An employee has an abdominal pain and calls a physician, 
who examines him, makes a diagnosis of hernia, says the 
operation must be done at once, sends the sick man into 
some private nonapproved hospital and operates. These 
hospitals keep very sketchy records. There is no proof avail- 
able whether the patient had a hernia or, believe it or not, 
whether a herniotomy was done. The Board does not want 
to penalize an honest workman who has a real hernia; on 
the other hand it does not intend to encourage this practice. 
Your subcommittee recommends that a committee from 
the Society be appointed to study this problem and report 
at some future time to this Council. 

The third problem was in the form of a suggestion from 
the Norfolk District Medical Society that industrial acci- 
dent forms be shortened. We shold appreciate this dis- 
trict society’s presenting us with a form that it considers 
adequate. It would seem rather difficult to do this, as most 
certainly there must be a name, an address, a date, a history, 
a physical examination, a relation of the cause and effect, 
a report of laboratory findings, including x-ray, a report 
of the number of visits, a statement of complications and a 
prognosis. On submission of a short form, however, your 
subcommittee will be happy to go back to the Board with it. 

As chairman of this subcommittee for the past two years, 
I want to pay tribute again to Mrs. Emma Tousant, chair- 
man of the State Industrial Accident Board. This woman 
has the interest of all parties at heart —the insurer, the 
employee and the doctor. She is as nearly impartial and 
just in her decisions as any human being can be. I consider 
her one of the outstanding women in public life in this state. 


Daniet J. Chairman 


APPENDIX NO. 9 


Report oF CoMMITTEE ON PostTWAR PLANNING 


The Committee on Postwar Planning held its first meeting 
on November 8, 1944. It was voted that subcommittees be 
appointed to deal with certain subjects and that a secretary 
of the committee be appointed by the chairman. Dr. L. FE 
Parkins agreed to serve as secretary. 

The Subcommittee on Hospitals, under the chairmanship 
of Dr. Nathaniel Faxon, will consider the changing place of 
hospitals in medicine and in the community, the need for 
providing additional internships and residencies and the 
opportunity for responding to the greatly increased public 
interest in hospitals. 

The Subcommittee on Postgraduate Education, under the 
chairmanship of Dr. W. R. Ohler, will study the field of 
postgraduate education, not merely in hospital centers but 
in regions at a distance from medical schools. 

The Subcommittee on Medical Schools, under the chair- 
manship of Dr. Charles F. Branch, will report the influence 
of the changing curriculums in medical schools, particularly 
the part played by medical schools in the postgraduate 
education of the future. 

The Subcommittee on Organization, under the chairman- 
ship of Dr. Chester M. Jones, will consider means of increas- 
ing the services that the Society renders to its members and 
also the relation of the Society to other organizations within 
the community, both lay and professional. 

The Subcommittee on Economics, under the chairmanship 
of Dr. L. S. McKittrick, will study the changing economic 
relations of medicine, particularly in the fields of prepayment 
insurance and of contract medicine and the probable place 
of private practice in the changing economic order. 

iN second meeting of the committee was held on January 24. 
The committee believes that the interest of each community 
in Massachusetts in the general problem of public health is 
now greater than ever before. Many women as well as men 
have given volunteer service to hospitals and medical and 
public-health institutions, and coming for the first time in 
direct contact with modern medicine, they appreciate its 
promise. It is common knowledge that during the war years 
medical students have been hurried through an accelerated 
medical course, have experienced short internships and have 
often been placed on active duty as medical officers in posi- 
tions where they have had little opportunity to acquire ex- 
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perience useful to a civilian medical practice. By necessity 
they will need opportunities for further preparation before 
commencing their professional civilian careers. n the 
whole, a unique opportunity is close at hand for medicine in 
Massachusetts to increase its service in a variety of ways. 

At the meeting of the Council on June 9, 1936, certain 
recommendations by the Subcommittee on the Adequacy 
of Medical Care of the Committee on Public Relations were 
duly adopted by vote. These recommendations were as 
follows: 


I. That each district society be urged to form, within 
its area, medical service councils composed of care- 
fully chosen representatives of its own membership, repre- 
sentatives of welfare agencies, hospital boards, health and 
welfare departments, nursing and dental societies and the 
general public. The functions of these councils to be: 


1. Education of the public in the needs and possibilities 
of medical service, preventive as well as curative, and in 
the ways available for securing it. 


2. Making provision for suitable clinics or district visit- 
ing services where need is found (rural and factory village 
areas). 


3. Securing co-operation in its program from industrial, 
fraternal, social and health organizations. 


4. Establishing welfare department responsibility for 
and intelligent administration of medical care for the in- 
digent and near-indigent in each town and city by: 
a. Employing the licensed physicians of the com- 
munity at reasonable pro rata fees. 
b. Subsidizing licensed practitioners to locate where 
there are no resident physicians. 
5. Influencing established hospitals to broaden their func- 
tion so as to serve as health centers in co-operation with 
local health departments and as welfare centers in co- 
operation with local welfare departments. 


6. Promulgating, locally organizing, and thereafter serv- 
ing as an advisory body in the administration of any 
programs of voluntary insurance for hospitalization and 
medical care which may receive the approval of the State 
Society. 


II. That a state medical service council of similar constitution 
be developed whose functions shall be to co-ordinate the 
work of the local councils, advise as to methods, study 
legal relations and devise enabling statutes when neces- 
sary to simplify procedures and increase efficiency in 
carrying out the primary purpose of promoting better 
health by bringing adequate medical care to the people 
— relieving economic distresses which are detrimental 
thereto. 


At present twenty-three local health councils are in exist- 
ence, co-operating with the Central Health Council. Al- 
though physicians have been members of such councils, the 
fellows of this Society have not taken such an active interest 
in their proceedings as is desirable. This committee be- 
lieves that they should be activated and that additional 
councils should be organized. 

he chairman suggests that the Council authorize the 
President to inform the president and secretary of each dis- 
trict society, the chairman of each health council, the super- 
intendent or chairman of the staff and the chairman of the 
board of trustees of each hospital in the Commonwealth 
whose staff members are in community practice concerning 
the following resolution: 


Resotvep, That the Council of the Massachusetts 
Medical Society, having in mind the unusual problems of 
medical care to be presented now and in the postwar 
period, recommends (1) the formation of health councils 
where none exist, or where the present council is inactive, 
to be composed of physicians and dentists, hospital trustees, 
public-health specialists, educators, editors, employers 
and representatives of labor and groups concerned with 
the distribution of medical care, to consider and adopt 
further measures for extending medical services in the com- 
munity and increasing preventive-health education both 
by local effort and through co-operation with state and 
federal bodies; (2) more active participation by physicians 
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in the work of health councils already in active existence; 
and (3) that the Committee on Public Relations imple- 
ment these recommendations in such manner as the 
committee deems most profitable. 


Howarp F. Root, M.D., Chairman 


APPENDIX NO. 10 
Report OF THE Postwar Loan FuNp CoMMITTEE 


The Postwar Loan Fund Committee approves in principle 
the desirability of raising funds from which loans can be 
made to members of the Massachusetts Medical Society who, 
having served in the Armed Forces, may be in need of im- 
mediate financial assistance on discharge from active duty. 

The committee makes the following recommendations: 


1. That the Council of the Massachusetts Medical Society 
authorize the establishment of a postwar loan fund. 


2. That the Postwar Loan Fund be established by an 
assessment of $10.00 for the current year, the amount of 
any subsequent assessment, if any, to be determined by the 
Council at its annual meeting. 


3. That payment of the Postwar Loan Fund assessment 
by members of the Massachusetts Medical Society while 
in the armed forces be entirely optional. 


4. That those members who have been in the armed serv- 
ices, together with nonresident members, be exempt from 
the assessment if they request it, and that those members 
who are ill, aged or in difficult financial circumstances be 
exempt if they have the approval of the Committee on 
Membership for such exemption. 


5. That the amount of loan granted be left to the discre- 
tion of the board or committee appointed by the President; 
that just enough interest be charged — not to exceed 2% — 
to cover carrying charges and remind the member obtaining 
a loan of his obligation; and that no endorsers be re- 
quired. 


6. That loans shall be limited to a period of twelve months, 
subject to renewal at the discretion of the board or com- 
mittee appointed. 


7. That only those who were members, in good standing, 
of the Massachusetts Medical Society on the date they 
entered the armed forces shall be permitted to borrow 
from this fund. 


8. That to inform members of the Society in the armed 
forces of the availability of this fund, information be 
printed in the New England Journal of Medicine. There 
shall also appear in a box on the cover of the Journal an 
announcement calling attention of the members to the 
article on the inside page; that form letters shall be sent 
to the members in the armed forces, notifying them of 
the existence of this fund; and that form letters shall 
be sent out to the other members of the Society with the 
annual bills for dues bringing to their attention the existence 
of this fund and its purpose. 


9. That the Postwar Loan Fund be supervised by the 
Massachusetts Medical Society and not by the district 
medical societies. 


10. That the president of the Massachusetts Medical 
Society appoint a committee or board of five members, 
to include the treasurer and the secretary of the Society 
and the present chairman of the Postwar Loan Fund 
Committee, to administer this fund. 


11. That the immediate purpose of the proposed Post- 
war Loan Fund of the Massachusetts Medical Society is to 
establish a fund which shall make available financial 
assistance to such members of the Society who, on dis- 
charge from active service as medical officers in the present 
war, may need temporary financial aid; that the fund 
will become a permanent fund of the Society, the income 
or principal to be used from time to time for the pur- 
ose of assisting members or families of members of the 
Sackety who may be in need of temporary financial aid 
(the fund will be administered by a committee elected each 
year by the Council on nomination by the President); 
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that such a fund will enable the Society to assist certain 
members or the families of members who have served the 
Nation during these trying days and members in the 
future who may be faced at any time with unexpected 
financial vicissitudes. (Its establishment at the present 
moment will make of it an expression of appreciation by 
the Society to those of our members who served with the 
armed forces during the present war.) 


GeorGeE Leonarp Scuapt, Chairman 


APPENDIX NO. 11 


Report OF THE COMMITTEE ON MATERNAL WELFARE 


Dr. R. S. Titus presided at a meeting held October 26, 1944, 
at which the following members were present: Drs. R. M. 
Smith, T. Almy, R. L. DeNormandie, W. R. Sisson, J. M. 
Baty, Florence L. McKay, R. P. Moulton and E. S. Bagnall. 

Dr. Smith asked if the Society should aid in distributing 
information concerning the EMIC Program. Dr. Bagnall 
discussed this and stated that he felt it was unfortunate 
that the Society and doctors in certain communities were 
so antagonistic to the program. 

The question was brought up concerning how many mem- 
bers of the Society were participating in the EMIC program. 
It was thought that the Massachusetts Medical Society should 
do more to publicize the service which the EMIC program 
offered. Attention was called to the fact that physicians 
have not read the available literature released by the Depart- 
ment of Public Health. 

It was brought to the committee’s attention that supple- 
mental fees are said to be demanded by physicians in some 
cases before they would agree to take cases under the 
EMIC Program. Before further discussion on this subject, 
a motion was made by Dr. Smith, that the secretary send 
a letter to Dr. Florence L. McKay, director of the Division 
of Child Hygiene of the Massachusetts Department of 
Public Health, calling her attention to the fact that 
physicians were said to be collecting a fee for obstetric service 
under the EMIC Program after mothers had requested such 
service but before the applications were signed by the phy- 
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sician and requesting that Dr. McKay furnish any facts 
that she may have concerning this report. 

It was the sentiment of the committee that further in- 
vestigation of maternal deaths be held in abeyance at this 
time. 

A motion was made that a subcommittee be appointed for 
the purpose of keeping themselves informed about the ac- 
tivities of the EMIC Program and making necessary recom- 
mendations with the co-operation of the Massachusetts 
of Public Health. 

survey of the prenatal program was discussed. 
The direction given to the secretary of the committee in 


the fourth paragraph of this report brought forth the follow- 
ing answer: 


November 21, 1944 
Dear Dr. Sisson: 


In reply to your letter of November 10, 1944, I would say 
that we have received verbal information that come phy- 
sicians are charging mothers a fee before they sign the fom 
cation for Emergency Maternity and Infanr Care. This 
has been reported to me by two different physicians who 
came to the office to discuss the matter, by agencies, and 
by the mothers themselves. We have nothing whatever in 
writing. In some cases names have been given, and in 
one, a physician informed Dr. Saunders, during a telephone 
conversation, that it was his custom to do this. 


We would appreciate any action which the Massachusetts 
Medical Society might wish to take to improve the situation 
and to bring about a better understanding with the attend- 
ing physician as to the purpose of the Emergency Maternity 
and Infant Care Program. 


Sincerely yours, 


Fiorence L. McKay, M.D. 
Director, Division of Child Hygiene 


(Signed) 


Following the meeting, Dr. Bagnall and Dr. Titus appointed 
the following subcommittee: Dr. Ralph E. Cole, chairman, 
Dr. Benjamin Lambert and Dr. Daniel J. Ellison. Letters 
have been sent to these men, notifying them of their appoint- 
ment to the committee. 

Warren R. Sisson, Secretary 
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CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 
Weekly Clinicopathological Exercises 
FOUNDED BY RICHARD C. CABOT 
Tracy B. Matiory, M.D., Editor* 
Benjamin CastLeMAN, M.D., Acting Editor 


Epitn E. Parris, Assistant Editor 


CASE 31201 


PRESENTATION OF CASE 


A thirty-eight-year-old janitor was admitted to 
the hospital because of progressive dyspnea. 

About four weeks before entry he developed a 
sore throat, hoarseness, a cough productive of thick 
phlegm, definite swelling of the legs, dyspnea and 
orthopnea. The dyspnea was most marked on exer- 
cise and when lying in bed. During the three to 
four weeks before entry he had slept fitfully and 
used three pillows. He thought that he had lost 
about 30 pounds in the six to eight preceding weeks. 

He had had no chest pain, palpitation, nausea 
or vomiting. He had had nocturia (two times) 
during the two nights before entry. Sometimes, 
especially recently, the urine had been quite cloudy. 

He had had measles and mumps but had not had 
scarlet fever. At the age of nine he had had chorea 
and swelling of the legs for over a month. Repeated 
_ epistaxis but no fever, rash, pains or sore joints ac- 
companied this illness. He recovered completely 
and had not been susceptible to upper respiratory 
infections until the present illness except that on 
two occasions in the past few years he had had an 
episode of “grippe,” accompanied by back and 
leg pains, which lasted about a week. He had worked 
at many jobs, having been in the Army at approxi- 
mately the age of eighteen. He had had frequent 
physical examinations, the last one having been 
made four months before admission, and at none of 
thése was he told that he had a heart murmur. 
Thirteen months before admission his blood pressure 
was 140 systolic, 92 diastolic. He had never before 
been hospitalized. About one and a half years before 
entry he traumatized his left testis, which had 
since become large. He smoked one package of 
cigarettes a day and drank an occasional glass of 
beer and little coffee. 

Physical examination revealed a moderately well 
nourished, well developed, pale, ill appearing, or- 
thopneic man. The teeth were decayed. There was 
marked pitting edema of the entire lower half of 
the body, extending up to the scapula. The right 
chest was clear, and over the left posteriorly were 
heard numerous musical and crackling rales. The 


*On leave of absence. 
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heart sounds were regular, and there was a Grade I 
apical systolic murmur. In the left scrotum was a 
large, firm, nontender mass measuring 25 by 10 by 
10 cm. The prostate was slightly tender and some- 
what enlarged. 

The temperature was 100°F., the pulse 112, and 
the respirations 20. The blood pressure was 180 
systolic, 115 diastolic. 

The urine was cloudy, amber and acid in reaction, 
with a specific gravity of 1.024, and gave a ++++ 
test for albumin; the sediment contained innumer- 
able white cells and many red cells and hyaline, 
granular and cellular casts. Examination of the 
blood showed a white-cell count of 10,400, with 59 
per cent neutrophils, 23 per cent large lymphocytes 
and 12 per cent small lymphocytes. The red-cell 
count was 3,300,000, with 10.8 gm. of hemoglobin. 
The stool was formed and brown and showed a 
+++ guaiac test. The corrected sedimentation 
rate was 1.4 mm. per minute. A blood Hinton test 
was negative, and tuberculin tests in dilutions of 
1:10,000 and 1:100,000 were negative in forty- 
eight hours. The serum nonprotein nitrogen was 
61.0 mg. per 100 cc., and the protein 5.08 gm., with 
an albumin-globulin ratio of 0.97. The cholesterol 
was 185 mg. per 100 cc. A cephalin flocculation test 
was negative in forty-eight hours. Urine cultures 
showed a few colon-bacillus colonies and a rare 
colony of a nonhemolytic streptococcus. A phenol- 
sulfonephthalein test showed 15 per cent excretion 
in the first fifteen minutes and a total of 67 per cent 
at the end of two hours. An electrocardiogram 
showed normal rhythm at a rate of 90, a PR interval 
of 0.16 second and sagging ST segments in Leads 
1, 2 and CFs. The T waves in Leads 1, 2, CF, and 
CF; were inverted; those in Leads 3 and CF, were 
low and upright. The ST segment in Lead 3 was 
slightly elevated. The patient was digitalized with 
Cedilanid shortly after admission. 

X-ray examination of the chest showed no distinct 
outline of the heart, owing to density in the adjoin- 
ing lung fields. The vascular markings appeared to 
indicate diffuse engorgement, and there were wide- 
spread areas of increased density in both lungs, 
particularly in the lower portions. There was a 
small amount of fluid in both pleural cavities. 
Following an intravenous pyelogram, there was 
poor concentration of dye, and definite evidence of 
impairment of kidney function bilaterally; there ap- 
peared to be some fluid in the abdomen. 

The temperature was approximately normal until 
the seventh day, when, immediately after the intra- 
venous pyelogram, there were chills and fever; the 
temperature was 105°F. for thirty-six hours and then 
returned abruptly to normal. The white-cell count 
during the fever was 22,000. The pulse was para- 
doxical at a rate of 150 for a brief period, and the 
respirations 40. The urine contained enormous num- 
bers of red cells, along with the white cells and casts, 
and still gave a +++-+ test for albumin. There 
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was slight tenderness in the costovertebral angles, 
which was more pronounced on the left than on the 
right. With digitalis and ammonium chloride the 
edema disappeared and the patient lost about 15 
pounds. An x-ray examination of the chest on the 
eighth day showed most of the increased density of 
the right lung to have cleared, a small amount per- 
sisting in the right costophrenic angle. The left lower 
lobe had decreased markedly in size, but there was 
still considerable density within it. The total 
twenty-four-hour protein loss in the urine was 
13.6 gm. 

On the tenth day, although the patient was not 
dyspneic or uncomfortable, the serum nonprotein 
nitrogen was 110 mg. per 100 cc., the carbon dioxide 
5.4 millimols per liter, and the chloride 107 milli- 
equiv. The acid phosphatase was 1.7 Bodansky 
units per 100 cc., the alkaline phosphatase 5.4 units, 
the phosphorus 3.8 mg. and the calcium 7.6 mg. 
Ammonium chloride was stopped, and the carbon 
dioxide promptly began to rise. 

The temperature, pulse and respirations after the 
ninth day remained approximately normal. 

After two weeks in the hospital, the urinary out- 
put fell from 1500 to about 1000 cc. and the non- 
protein nitrogen and albumin-globulin ratio im- 
proved somewhat. A repeat chest film three weeks 
after admission showed almost no change. Dental 
x-ray films revealed multiple carious teeth, apical 
abscesses and retained root fragments. During the 
third and fourth weeks, the chemical determinations 
and the patient’s appearance and well-being showed 
definite improvement, the carbon dioxide reaching 
15.3 millimols per liter; the urine remained un- 
changed. 

Shortly after receiving a whole blood transfusion 
the patient went to the bathroom, where, apparently 
without straining, he turned ashen gray and became 
dyspneic. Loud gurgling rales were heard, and 
within five minutes he expired. 


DIFFERENTIAL DIAGNOSIS 


Dr. Jacop Lerman: In summary, we have a 
thirty-eight-year-old man who came in with an acute 
respiratory infection associated with congestive 
failure. The weight loss of 30 pounds is puzzling, 
for in congestive failure there should be a gain in 
weight. One must assume some underlying process 
in addition to congestive failure. 

The past history suggests a rheumatic type of in- 
fection without any residual. He is known to have 
had good health except for one blood pressure read- 
ing of 140 systolic, 92 diastolic, which has to be con- 
sidered as borderline. He had had trauma to the 
left testicle, which resulted in a mass about 10 cm. 
long. Examination showed an orthopneic, dyspneic 
man with extensive edema, obvious congestion of 
both lungs and some underlying disease in the lungs. 
I should like to hear from the roentgenologist 
whether or not there was evidence of underlying 
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infection. The urine was consistent with acute 
nephritis. He had a moderate anemia, a rapid sedi- 
mentation rate and negative Hinton and _ tuber- 
culin tests. He had some evidence of impairment of 
renal function, a low serum protein and reversal of 
the albumin-globulin ratio, probably owing to al- 
bumin loss. I should interpret the electrocardio- 
graphic changes as being due to left ventricular strain 
and digitalis effect rather than to coronary disease. 

He had a rather uneventful course in the hospital 
for the first three or four weeks except for the epi- 
sodes of fever following the injection of diodrast 
and the residual changes in the lungs as indicated 
by x-ray examination. Perhaps we should look at 
the films now. 

Dr. Mitrorp D. Scuutz: The heart is enlarged 
but without characteristic configuration. Some 
fluid is present in both pleural sinuses, and there are 
some patches of airless lung in both bases that ob- 
scure the heart shadow. In a week this process is 
seen to have subsided, but there is still fluid in the 
right pleural sinus. Then a week later another patch 
of airless lung has appeared at the left base, with 
the evidence of fluid no longer present. 

Dr. LERMAN: The record states that the left lung 
was diminished in size. 

Dr. Scuutz: Yes; the left hilum is depressed, and 
the left lower lobe is reduced in size. 

At the time the excretory urograms were made 
the dye was eliminated by the kidneys in such poor 
concentration that nothing can be said about the 
morphology of the calyxes and pelves. The out- 
lines of the kidneys can be made out; they seem to 
be normal. 

Dr. AtLan M. Butter: Are not the shadows of 
the kidneys large? : 

Dr. Scuutz: Perhaps they are slightly enlarged. 
I still think that they are probably within normal 
limits. 

Dr. Lerman: Do you still see evidence of col- 
lapse in this last film or does the lung appear normal? 

Dr. Scuutz: I cannot tell. 

Dr. Lerman: Apparently there are three groups 
of signs and symptoms to be considered: cardiorenal, 
pulmonary and those of the mass in the testicle. 
Everything in the story seems to be consistent with 
a diagnosis of acute glomerulonephritis following a 
respiratory infection. There is nothing in the his- 
tory or physical examination to suggest that the 
patient had a previous underlying chronic glomeru- 
lonephritis. Acute glomerulonephritis explains the 
hypertension, the acute cardiac failure, the exten- 
sive edema and the urinary changes. 

The nephrotic stage of chronic glomerulone- 
phritis has to be considered. As I have already said, 
there is no evidence of chronic glomerulonephritis. 
In any case, it explains only part of the picture, and 
one would have to assume an acute process on top 
of the chronic. The same is true for acute pyelone- 
phritis. Here one finds that white cells predominate 
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rather than red cells and casts. In acute pyelo- 
nephritis there is more evidence of systemic re- 
action, such as fever, chills and prostration. The 
organisms found in the urine seem to be relatively 
unimportant. 

I shall mention subacute bacterial endocarditis 
because there was a rheumatic history, although 
there was no evidence of rheumatic involvenrent of 
the heart. In this disease emboli to the kidneys may 
produce the type of nephritis seen here, but this 
would not explain the cardiac failure and the ex- 
tensive edema that he showed. 


One has to mention tuberculosis of the kidney 
because the large mass in the testicle could be tuber- 
culous. Otherwise there is not much support for 
this diagnosis. Along with tuberculosis of the testicle 
one could also consider tuberculous involvement of 
the lymph nodes in the chest. The fluctuation in 
the x-ray picture is consistent with tuberculous 
adenitis of the mediastinum. One must include 
amyloid disease when considering tuberculosis, but 
amyloid nephrosis would explain only part of the 
urinary findings. Certainly it would not account for 
the congestive failure or the hypertension. One 
would have to assume either acute amyloid in- 
filtration of the kidneys or an acute glomerulo- 
nephritis on top of previously involved amyloid 
kidneys. The absence of evidence suggesting in- 
volvement of the liver and spleen is strongly against 
amyloid disease. In any event one has to consider 
the combination of tuberculosis of the mediastinal 
lymph nodes and of the testicle and acute nephritis. 


The mass in the testicle is of interest. I assume 
that it did not transilluminate; otherwise, the ex- 
aminer would have mentioned it. We can there- 
fore say that it was not a hydrocele. I may be wrong 
in this assumption. Was it a malignant tumor with 
metastases to the lung or, vice versa, a tumor of the 
lung with metastases to the testicle? There were 
no metastases elsewhere, and the fluctuation of the 
findings in the lung is against tumor. 


Could this picture be due to syphilis? Syphilitic 
involvement of the testicle occurs, and the descrip- 
tion is consistent with syphilitic gumma. There 
was no history of syphilis, however, and the Hinton 
test was negative. 

The likeliest diagnoses, as I view the case, are 
acute glomerulonephritis, hypertension and con- 
gestive failure, possibly with tuberculous involve- 
ment of the mediastinum and testicle and amyloid 
disease. 


I think that it is worth while to speculate on the 
cause of death. The patient was doing well but died 
suddenly after transfusion. One must mention pul- 
monary hemorrhage from an erosion in the bronchus. 
No mention is made of the coughing up of blood. 


With a hemorrhage extensive enough to cause death, 
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I think that blood would be coughed up or that 
there would be frothing of blood from the mouth. 
Cerebral hemorrhage has to be included because of 
the hypertension. Coronary occlusion should also 
be considered, but there is no evidence for it. A 
convulsion due to the encephalopathy of glomerulo- 
nephritis may cause death. The likeliest cause, 
however, is acute pulmonary edema following trans- 
fusion. The blood volume was increased, and the 
exertion of walking to the bathroom was probably 
too great. 

Dr. Joseru C. Aus: I saw this man before he died 
and was enormously impressed by the great dyspnea 
and the inability to lie down. He had to sit up to 
be comfortable. I do not believe that the record 
brings out how dyspneic this man was. 

Dr. Lerman: The impression I get from the record 
is that he improved. 

Dr. But er: I tend to agree with Dr. Lerman 
that this man had glomerulonephritis. Whether or 


‘not he had underlying pyelonephritis, I do not know. 


But with glomerulonephritis one might well expect 
cardiac complications. The cardiac aspect of 
glomerulonephritis is often given inadequate con- 
sideration. Volhard* has said that cardiac failure 
is the most frequent cause of death in glomerulo- 
nephritis. This man had a large heart and pul- 
monary congestion, which goes with myocardial 
failure. Do you agree that the pulmonary con- 
gestion is consistent with myocardial failure, Dr. 
Schulz? 

Dr. Scnutz: Evidence of pulmonary stasis is often 
associated with heart failure. This picture is not 
like that of the pulmonary edema associated with 
nephritis, where the “ground glass” density is in 
the central portions of the lung fields, usually with 
no excess of pleural fluid. This man had fluid in 
the pleural sinuses on both sides. The appearance 
is that of engorgement of the pulmonary vessels. 

Dr. But Ler: Cardiac dilatation frequently ac- 
companies myocardial failure in nephritis. It is 
worth emphasizing that patients with an acute or 
rapidly progressing glomerulonephritis should al- 
ways be treated as cardiac patients, being kept in bed 
and not allowed bathroom privileges until the heart 
has returned to normal size. Certainly, when the 
heart is dilated, transfusions should be given only 
with great care. 


CiinicaL DIAGNOSES 


Chronic glomerulonephritis. 

Hypertensive heart disease. 

Congestive heart failure. 

Pulmonary edema. 

Uremia. 

*Volhard, F. Treatment of acute diffuse glomerulonephritis. In Ber 


lund, H.,etal. The ee ney in a and Disease. 754 pp. Philadelphia: 
Lea & Febiger, 1935. p. 689-6 
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Dr. LERMAN’s DIAGNOSES 


Acute glomerulonephritis. 

Hypertension. 

Congestive failure. 

Acute pulmonary edema (terminal). 

Tuberculosis of mediastinal lymph nodes and 
testicle? 

Amyloid disease? 


ANATOMICAL DIAGNOSES 
phritis. 


Subacute glomerul 
(Uremia.) 
Cardiac hypertrophy, hypertensive type. 
Acute pulmonary edema. 

Hydrothorax, bilateral. 

Resolving bronchopneumonia. 
Embryonal carcinoma of testes. 


PATHOLOGICAL Discussion 


Dr. BENJAMIN CASTLEMAN: The autopsy showed 
an enlarged heart (weight, 600 gm.), the hypertrophy 


being predominantly left ventricular. There was 


700 cc. of straw-colored fluid in each pleural cavity, 
and the lungs were edematous and boggy and did 
not contain much air. The kidneys were large, 
weighing over 600 gm., and extremely pale. There 
were a few petechial hemorrhages, but the appear- 
ance was not hemorrhagic enough to suggest grossly 
an acute glomerulonephritis. 

Microscopic examination showed that in every 
glomerular tuft the capillaries were almost com- 
pletely obliterated and bloodless. It was not the 
picture of acute glomerulonephritis, where there 
usually is, in addition to the endothelial pro- 
liferation, a definite polymorphonuclear infiltration. 
There were a few polymorphonuclear cells, but the 
conspicuous finding was the marked intracapillary 
proliferation and the beginning adhesions between 
the tufts and capsules to form crescents. The process 
had not gone on to scarring, such as is seen in the 
chronic stage, and it thesefore falls in the inter- 
mediate group — subacute glomerulonephritis. The 
other finding that is present in this stage of nephritis 
and accounts for the nephrotic symptoms is the 
degenerative tubular change. Many of the con- 
voluted tubules were swollen and extremely granu- 
lar, far beyond the stage of cloudy swelling. There 
was actual degeneration of epithelial cells, which 
formed the basis of the granular casts. 

How can one explain the 600-gm. heart? Is it 
possible for a heart to hypertrophy to that size 
with subacute glomerulonephritis? I do not know. 
The other possibility is that he had hypertensive 
heart disease before the onset of the nephritis. 

Dr. Butter: Do you think that it could have 
started as an acute process four weeks before ad- 
mission? 

Dr. CasTLEMAN: Yes; the lungs showed a diffuse 
resolving pneumonia, and it is quite possible that 
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his illness began with an infection in the lungs that 
had resolved by the time he died. 

Dr. J. H. Means: What was the terminal event? 

Dr. CastLEMAN: Acute pulmonary edema. 

The tumor in the scrotum proved to be a rapidly 
growing malignant embryonal carcinoma of the 
testicle that had not metastasized. 


CASE 31202 


PRESENTATION OF CASE 


First admission. A sixty-five-year-old housewife 
was admitted to the hospital with a chief complaint 
of aphasia. 

About three months before admission the patient 
began to have progressive weakness of the right leg 
and, two weeks later, slight weakness and stiffening 
of the right arm. She thought that the weakness 
had not increased in the six weeks before entry into 
the hospital. Five or six days before admission 
she suddenly became confused and had difficulty 
in saying what she wanted to say, not being totally 
aphasic. On the day before entry she developed 
a right-sided hemiplegia. Speech had improved. 
The history was negative for headaches, visual 
symptoms, paresthesias, loss of weight and ab- 
dominal, cardiorespiratory or genitourinary symp- 
toms. At an examination three weeks before entry 
the patient walked with considerable difficulty, 
dragging the right foot. There was slight wasting 
of the right arm. The right leg was much weaker 
than the left. Tonus was approximately equal 
bilaterally in the arms and legs. The arm and knee 
jerks appeared to be more active on the right than 
on the left. The ankle jerks were absent bilaterally. 
The abdominal reflexes were absent on the right 
but present on the left. The plantar reflexes were 
normal. Sensation (pain, touch, vibration, stereog- 
nosis and two-point discrimination) was normal. 
The fundi, confrontation fields, pupils and external 
ocular muscles were normal. There was no facial 
weakness or asymmetry. 

Ten or fifteen years before entry the patient was 
said to have had a nervous breakdown caused by 
financial worries. At about that time she was also 
in an automobile accident; she was said to have 
complained of a stiff neck but was not hospitalized. 
Seven years before entry she had an attack of upper 
abdominal pain thought to be biliary colic. Dietary 
treatment was followed by relief of symptoms. 

Physical examination on admission showed a 
patient who talked fairly well but occasionally she 
could not find the word she wanted touse. Familiar 
objects were correctly named. There was a right- 
sided hemiplegia, with slight to moderate weakness 
of the face, complete paralysis of the arm and nearly 
complete paralysis of the leg. The paralyzed ex-- 
tremities were not spastic. The arm jerks and knee 
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jerks were less active on the right than on the left; 
both ankle jerks were absent; the plantar response 
was extensor on the right, and flexor on the left. 
Sensory examination was unsatisfactory; at times 
there seemed to be some impairment of the sense of 
passive movement, but there was always some doubt 
about this. 

The temperature was 98°F ., the pulse 80, and the 
respirations 20. The blood pressure was 110 sys- 
tolic, 78 diastolic. 

Examination of the blood showed 4,040,000 red 
cells, with 12.2 gm. of hemoglobin, and a white-cell 
count of 8100. The urine gave a + test for albumin; 
the sediment contained 25 white cells, a few epithe- 
lial cells and rare red blood cells per high-power field, 
as well as calcium oxalate crystals. The blood sugar 
was 96 mg. per 100 cc., and the nonprotein nitrogen 
34 mg. A blood Hinton test was negative. Lumbar 
puncture revealed an initial pressure equivalent to 
210 mm. of water; there were no cells, the protein 
was 44 mg. per 100 cc., the colloidal-gold reaction 
was normal, and the Wassermann reaction was 
negative. 

X-ray examination revealed normal lung fields 
and a calcified tortuous aorta. In the skull there was 
an area of greatly increased density, measuring 7 by 
7 by 2 cm., in the right anteroparietal region. This 
was sharply defined and appeared to lie against the 
inner table. No pineal shadow was visualized. The 
posterior clinoid processes were somewhat de- 
calcified. 

An electroencephalogram was reported as grossly 
abnormal, showing high-voltage, slow-wave ac- 
tivity throughout but most pronounced in the left 
postfrontal region. Examination by the cortical 
testing laboratory seemed to indicate that former 
intelligence had been normal and that defects had 
developed, particularly inability to think out a 
problem, choice of words, reading ability and 
memory. 

After about two weeks there was some return of 
motion of the right leg, and following that, slight 
voluntary motion of the right arm and hand. The 
right foot remained paralyzed. There was never 
any spasticity. On the twenty-seventh hospital day 
the patient had a convulsive seizure. She first lost 
consciousness and then had convulsive movements 
of the left arm and leg lasting one minute. She was 
unconscious about five minutes and was incontinent 
of urine and feces. The findings following the seizure 
were essentially unchanged. After this there was 
no further improvement, the right arm and hand 
even becoming a little weaker. There was never 
any headache. Just before discharge, five weeks 
after entry, the senses of position, passive move- 
ment and two-point discrimination were found to 
be impaired. 

Second admission (two months later). The patient 
had improved for a time and was eventually able to 
walk a few steps. Then the paralysis gradually 
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became worse, and beginning a few days before entry, 
she rapidly lost ability to talk. There had not been 
any headache. 

Physical examination revealed a wide-awake and 
fairly alert patient. She obviously recognized her 
former doctors and understood at least a part of 
what was said to her. All that she could say was 
“yes” and “no,” and these words were not always 
used appropriately. There was a right hemiplegia, 
with marked weakness of the face and complete 
paralysis of the arm and leg. 

The temperature was 100°F., the pulse 90, and 
the respirations 20. The blood pressure was 95 
systolic, 70 diastolic. 

The urine showed a + test for albumin, and the 
sediment contained 15 white cells per high-power 
field. Examination of the blood showed a white-cell 
count of 9200, with a hemoglobin of 14.3 gm. The 
nonprotein nitrogen was 22 mg. per 100 cc. 

On the ninth day after admission the patient be- 
came less responsive and in the late afternoon was 
found unconscious and covered with vomitus. 
Shortly after that she “‘stiffened out,”’ with the head 
retracted and the respirations deep and noisy. The 
left arm was rigid and extended, and the right arm 
was partly flexed as before. The eyes were directed 
straight forward, and there were fine nystagmoid 
movements of the left eye. The pupils were 2 mm. 
in diameter, equal and fixed to light. After a short 
time the left arm relaxed. The arm and knee jerks 
were present and equal. There was no plantar re- 
sponse on either side. The patient remained in deep 
coma and died eight hours later, the temperature 
rising to 102.5°F. before death. 


DIFFERENTIAL DIAGNosis 


Dr. Manpe E. Couen: The history of this illness 
covers six months from the first symptom to death. 
The first three months showed paralysis and weak- 
ness, first of the right leg and then the right arm, 
and finally definite hemiplegia, aphasia and con- 
fusion. The patient was studied in the hospital for 
over a month. During that time she showed slight 
confusion and had one convulsion. Apparently she 
improved somewhat and went home. In a couple of 
months she became progressively worse, particularly 
with regard to the right hemiplegia and aphasia. 
She was readmitted to the hospital and within a 
week went into coma and died. In other words, we 
have an illness of six months’ duration, with a fairly 
steady progression of symptoms, except for a slight, 
short remission. 

In considering a case of this kind, we should ask 
ourselves, What are the facts? Where is the lesion? 
What is the diagnosis? One has to emphasize the 
first question somewhat because, unfortunately, 
the instrument with which the patient gives the 
facts, namely, the brain, is diseased, so that some- 
times the information may be misleading or even 
unobtainable. 
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‘“About a week before admission to the hospital 
she became confused and had difficulty in saying 
what she wanted to say, not being totally aphasic.” 
At this point I should like to know just what “‘con- 
fused’ meant. This word is used to describe a 
variety of symptoms. It may mean that a patient 
cannot find the right word to express himself but 
has nothing wrong with his understanding; it may 
also mean that a patient may not be able to enunciate 
clearly or understand the spoken language. These 
different disabilities may all be called “confusion.” 
Some of these details are important in the localiza- 
tion of a lesion. This patient had had no headaches 
or at least complained of no headaches. In thinking 
about the possibility of brain tumor that has to be 
seriously considered. 

At the time of the second admission the reflexes 
were less active on the right than on the left, and 
both ankle jerks were absent. Then there was some 
impairment of the sense of passive movement, but 
it does not say on which side. 

Dr. Cuartes S. Kusix: It was on the weak side. 
Dr. Conen: X-ray films of the skull showed some- 
thing on the right side that was said to be sharply 
defined and to lie against the inner table of the 
skull, the posterior clinoids being somewhat de- 
calcified. The location of the increased density im- 
mediately introduces a great difficulty, because the 
hemiplegia was on the right side. The patient was 
aphasic. and although, we are not told, she was 
presumably right-handed, so that we should nat- 
urally look for a lesion on the left side. We are told, 
however, that there was a large calcified lesion, 
which was 7 by 7 by 2 cm., on the right side of the 
skull. 

I think we must accept it as a fact that the pa- 
tient had a right hemiplegia; that, in addition to 
the aphasia, was the main disability and should be 
the basis of our localization. 

Do we know whether she was right-handed? 

Dr. Kusix: I believe that she was. 

Dr. Conen: Let us assume that she was right- 
handed. Occasionally one can be misled in lateraliz- 
ing lesions from handedness since about 5 per cent 
of right-handed people have their speech centers 
on the right. 

Dr. Kusik: The hemiplegia was on the right side 
too. 

Dr. Conen: The most reasonable supposition is 
that she had a right hemiplegia and aphasia. The 
aphasia involved mainly inability to talk, not in- 
ability to understand. These facts suggest that she 
had a lesion on the left side of the brain that in- 
volved the part of the motor cortex that has to do 
with the leg, the arm, the face and also area 44, 
which has to do with motor speech. 

Having decided that, there are still some diffi- 
culties to resolve. The x-ray films show a mass or 
something on the other side of the head. In the 
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convulsion that was observed, most of the motor 
movements were on the left side. What does a con- 
vulsion tell us about localization? If the seizure is 
observed from the beginning and if there are uni- 
lateral movements, it is good betting that the lesion 
is on the opposite side. There are some other points, 
however, that should be mentioned. Sometimes a 
convulsion lasts an extremely short time. The 
crucial observation may be made by fa student nurse 
or an untrained attendant who rushes in, and in the 
excitement, rights and lefts may be mixed up. A 
second possibility is that the fit may start on one 
side, but by the time it is observed, the only move- 
ments discernible are on the nonaffected side, the 
affected side having developed paresis. Another 
possibility is that in a patient who has a hemiplegia 
one sometimes observes that that paralyzed part 
does not enter into the convulsion. I had the oppor- 
tunity once to observe a young man in another clinic 
who was diagnosed hysteria. He had a hemiplegia, 
and one physician thought a good cure for this 
would be to give an electric shock. This was given 
and his fit was observed only on one side of the body, 
that is, the paralyzed side did not convulse. 

We have two bits of evidence to make us wonder 
about a lesion on the other side — the x-ray films 
and the fit on the wrong side. This brings up 
the possibility of two lesions or of one very ex- 
tensive one. 

Terminally the patient went into coma; the neck 
was retracted, and she developed the type of phe- 
nomenon which is evidence of what might be called 
decerebration. There are two possible explanations 
of that. One is that the patient had a mass with 
increased intracranial pressure and eventually suf- 
fered from herniation of the brain stem, with coma, 
pupillary abnormality and death. The other and 
less likely explanation is that the patient had intra- 
ventricular hemorrhage with blood in the third 
ventricle. We sometimes see this identical phe- 
nomenon in a patient with subarachnoid hemor- 
rhage. Most of the evidence points to the fact that 
the lesion that gave the patient the most trouble 
was on the left side and was mainly frontal, al- 
though the function of the parietal area was also 
affected. 

What was the nature of the lesion? One must con- 
sider various diagnoses here because certainly this 
is not an open-and-shut case, and even when a case 
seems to be clear cut it sometimes turns out not to 
be. The first consideration is a mass of some kind; 
the second, vascular disease, and then syphilis; and 
finally one should also include degenerative disease, 
such as Alzheimer’s disease. 

In favor of a mass of some kind, particularly a 
brain tumor, is the course of this illness. It was 
slowly progressive, with but slight remission. The 
march seemed rather steady and slow, which is 
in all likelihood the progress of a brain tumor. If 
this was a brain tumor, was it metastatic or primary? 
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There is no evidence of any primary source for a 
metastatic lesion. The patient apparently was in 
good health, had not lost weight and had no symp- 
toms that pointed to any system of the body. So 
if she had a secondary neoplasm we are not able to 
diagnose it from the evidence. To be sure she had 
slight albumin and a few white cells in the urine, 
but she had no significant urinary symptoms to in- 
criminate the kidney as a primary source for the 
tumor. 

Could the mass have been of some nature other 
than neoplastic? Could she have had an intracranial 
hematoma, or two intracranial hematomas? She 
had had an injury fifteen years previously. As you 
know, everyone has injuries at some time or other, 
and in the evaluation of a case injury always comes 
in, sometimes as a red herring. If hematomas, they 
were quite chronic subdural hematomas; it is barely 
possible that the mass on the opposite side was an 
old calcified subdural hematoma. May we get an 
expression from the X-ray Department at this 
time? 

Dr. Mitrorp D. Scuutz: This is the area of in- 
creased density, which is continuous with the inner 
table of the right side of the skull; it apparently 
straddles the frontoparietal suture. It is homo- 
geneous in density and thins out at the edges to meet 
the normal bone. It did not change during the three- 
month period of observation. The only thing that 
seems to have happened during this interval is that 
the posterior clinoid processes are not so well seen 
on the last examination as on the first. There are 
a lot of diploic channels in the parietal bones, par- 
ticularly on the left side, but I think they are still 
within the bounds of what may be seen in normal 
people. 3 

Dr. ConENn: There are more channels on the left 
than on the right. They come to no special focus? 

Dr. Scuutz: They are more prominent on the 
left, but they certainly can also be seen on the right 
side. 

Dr. Conen: Can you tell by stereoscopic ex- 
amination whether the mass is outside the dura, 
inside the dura or in the brain? 

Dr. Scuutz: No, because you cannot see the dura. 
The dense mass is probably outside the dura, how- 
ever, by reason of the fact that it seems to be con- 
tinuous with the inner table; there is nothing in 
between it and the parietal bone. 

Dr. CoHEN: The x-ray films do not help us a great 
deal in arriving at a diagnosis. It is possible that 
they may lead us away from the answer. 

The second possibility is that this was vascular 
disease of the brain. In any patient sixty-two years 
old there is always the possibility of cerebral throm- 
boses. The course, however, seems too gradual, and 
the method of death, probably by herniation of the 
brain stem, is not the proper one for cerebral throm- 
boses. The spinal-fluid pressure was only slightly 
elevated, which could be consistent with this idea; 
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however, even a slight increase, if reliably measured, 
points to the tumor. 

Syphilis would be unusual. It can cause the slow 
progression of hemiplegia and also convulsions. The 
patient had no serologic or other evidence of syphilis, 
and if she had syphilis we cannot diagnose it. 

Against Alzheimer’s disease or Pick’s disease, both 
of which may give hemiplegia and fits, is the fact 
that the local manifestations were more pronounced 
than the general psychologic difficulties. Fick’s 
disease has, however, been described as giving quite 
localized symptoms at the onset. These rare dis- 
orders are only remote possibilities. 

The reason it is necessary to mention all the other 
possibilities is that this patient, a brain-tumor sus- 
pect, lacked headache, choked disks and obviously 
increased spinal-fluid pressure — the three charac- 
teristic signs of brain tumor. She apparently had 
no choked disks in the first examination. We are 
not told about the second time. The spinal-fluid 
pressure was not particularly elevated. She had no 
headaches. About 90 per cent of people with brain 
tumor have headache. Patients with aphasia may 
not be able to tell about headache or may forget 
to tell; nevertheless, lack of headache is a serious 
difficulty in diagnosis. 

Another question that we must consider since we 
see a mass by x-ray on the opposite side from our 
suspected lesion is, What diseases give bilateral 
intracranial lesions? 

Perhaps she had multiple lesions or one extensive 
lesion covering both sides of the brain. Of course, 
this mass may have been unrelated to her symptoms. 
But how could it have been related to the lesion? 
Subdural hematomas are frequently bilateral and 
sometimes do calcify. Brain tumors, particularly 
meningiomas, -neurofibromas and angiomas, may 
be bilateral and also may calcify. Parasagittal 
meningiomas that grow to such an extent that they 
are visible on both sides of the head have been 
described, so one could include this possibility in 
the diagnosis. But we cannot say really what is 
on the other side of the head by x-ray. 

We are left with the bare facts that this patient 
developed hemiplegia and aphasia over a six-month 
period and died. It is on these unequivocal facts that 
we must rest our case. Most of the findings in- 
dicate that the patient had a left-sided lesion. Put- 
ting all the evidence together the best bet is that 
the patient had a brain tumor of some kind. Glioma 
is the most frequent brain tumor, and it is proper to 
pick that on the basis of probability. A diagnosis of 
meningioma, however, would include the _ pos- 
sibility of bilateral lesions, which is the most reason- 
able way to explain the left-sided lesion and the 
right-sided mass. 

Dr. W. Jason Mixter: I think it is only fair to 
say that when I saw this patient I had the same feel- 
ing that Dr. Cohen had. It seemed to me that there 
was x-ray evidence of an extensive lesion on the 
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right side, with symptoms suggesting a tumor on 
the left side. 

Dr. Kusik: The patient herself was opposed to 
having anything done at the time of the first entry, 
and because she had improved slightly, she wanted 
to go home for a while. At the time of the second 
entry, while we were wondering what to do, being 
reluctant, because of the aphasia and apparently 
conflicting findings, to do anything at all, the patient 
rapidly got worse and in the course of about twenty- 
four hours died. The clinical diagnosis on the death 
report was brain tumor, and that was also the 
diagnosis made at the time of the first entry. 


CiinicAL DiIAGNOsIS 


Brain tumor. 


Dr. CoHEN’s DIAGNOSES 


Brain tumor, left frontal region: bilateral menin- 
gioma or glioma. - 
Herniation of brain stem and cerebellum. 


ANATOMICAL DIAGNOSES 


Meningioma: left parietal region. 

Osteoma of skull, right. 

Pressure cones, cerebral and cerebellar. 

Cerebral infarction: left occipital lobe and cere- 
bellum. 
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Dr. Kusik: At post-mortem examination the left 
hemisphere was considerably larger than the right. 
On the right side there was a depression, made by 
the bony mass that was seen in the x-ray films. 
That was solid bone, about 2.0 or 2.5 cm. thick, 
apparently an osteoma. There was every common 
variety of pressure cone, each one marked. A large 
part of the medial surface of the left cerebral hemi- 
sphere had herniated beneath the falx, and there was 
a large left temporal pressure cone, as well as a 
cerebellar pressure cone. Associated with the left 
temporal pressure cone there was hemorrhagic 
infarction of the medial portion of the left occipital 
lobe, including the calcarine cortex. This has been 
observed a number of times with temporal pressure 
cones. As the medial portion of the temporal lobe 
is forced into the notch of the tentorium the pos- 
terior cerebral artery is compressed against the inner 
free edge of the tentorium, and that presumably 
is responsible for the infarction. In this case there 
was also infarction of the superior surface of the 
cerebellum over the distribution of the left superior 
cerebellar artery. There was a firm, discrete tumor 
3 cm. in diameter in the left upper parietal region, 
and an enormous amount of swelling of the white 
matter of almost the entire left cerebral hemisphere. 
Although such swelling of the brain occurs regularly 
with brain tumor, it was unusually marked for the 
size of the tumor in this case. It is quite possible 
that diminution in the size of the cranial cavity by 
the osteoma intensified the pressure effects. The 
tumor was a meningioma. 
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EPIDEMIOLOGY OF WOUND INFECTIONS 


As in all infectious diseases the epidemiology of 
wound infections involves many factors that con- 
cern the host, that is, the patient and his wound, 
on the one hand and the invading organisms on 
the other. Some of the reservoirs from which these 
organisms arise and the importance of their recogni- 
tion in the prevention of serious wound infections 
have recently been reviewed in a lecture by A. A. 
Miles,* professor of bacteriology at the University 
of London, who has made notable contributions in 
this field. What he has to say about these infections 


*Miles, A.A. Epidemiology of wound infections. Lancet 1:809-813, 1944. 
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is equally applicable to war wounds and to surgical 
wounds in civilian life. 

Alexander Fleming, now widely known as the 
discoverer of penicillin, is given credit for the first 
complete bacteriologic history of an infected war 
wound. He distinguished three phases: the first, 
which is characterized by a dark, reddish-brown, 
foul-smelling, watery discharge, lasts about a week; 
the second, during which the discharge becomes less 
copious and more purulent, lasts another week or so; 
and the final stage, which is one of pyogenic in- 
fection, lasts for a varying length of time. In the 
first stage, spore-bearing and gram-negative bacilli 
predominate. These are replaced during the second 
stage by pyogenic cocci, which persist and flourish. 
Similar descriptions, with some variations, have been 
given by numerous other writers since that time. 

In a study of wounds in. men from Dunkirk and 
in air-raid victims, Miles found that indifferent 
cocci, spore-bearing bacilli and coliform organisms 
appeared early and were gradually replaced by 
pyogenic cocci, mostly Staphylococcus aureus and 
hemolytic streptococci, and other coliform bacilli. 
The original contaminants behaved like saprophytes, 
since the majority seemed to be killed by the tissues 
of the host. Because of the possibility of accurately 
identifying the late-appearing hemolytic streptococci 
by grouping and typing, these were selected as the 
best organisms to follow in tracing the origin of 
wound infections. 

Such infections may arise from two sources, 
namely, the injury and its environment. Surgeons, 
on the whole, hold to the opinion that the organisms 
are implanted at the time the wound is sustained 
and that they become clinically and bacteriologically 
predominant later. They therefore place the chief 
emphasis on operative technics, débridement and 
cleansing procedures and the use of sulfonamides 
and penicillin locally and systemically to prevent 
their multiplication and spread. Bacteriologists, on 
the other hand, consider that most of the late- 
appearing organisms are usually added after the 
infliction of the wound. The distinction is important, 
for if the former is correct, then the entire attention 
must focus on the early treatment of the wound; 
whereas if the latter is true, then “‘the whole life of 
the wound must be our concern.” 
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Miles considers two main reservoirs of hemolytic 
streptococci one the open lesions of patients 
with streptococcal wound infection, pharyngitis, 
scarlet fever or puerperal fever and the other the 
throats and, to a lesser extent, the noses of healthy 
carriers. From these sources there arise contamina- 
tions of the dust, clothing and bedclothes, which 
in turn may cause infection both of the cases and 
of the carriers from. which the organisms arise and 
of those around them. 

Recent evidence indicates the chief reservoirs of 
virulent staphylococci to be not the skin, as previ- 
ously thought by most workers, but rather the 
anterior part of the nasal cavity. From 30 to 70 
per cent of persons can usually be found to carry 
Staphylococcus aureus in the nose, whereas only 
5 to 20 per cent are skin carriers. Significantly 
enough, most of the skin carriers are also nasal 
carriers. In addition, the staphylococcus-carrier 
state is usually a permanent rather than a transient 
one. Throat carriers of pathogenic staphylococci 
are infrequent. 

Another highly important feature of staphylococ- 
cal infections is their dependence on personal con- 
tact and not on environmental factors. Staphylococ- 
ci are not usually found in large numbers in the air 
even in a ward in which there are many patients 
whose wounds are infected by them. Streptococci, 
on the other hand, are broadcast from the throat 
through droplets during talking, coughing and 
sneezing. Since staphylococci are rare in the throat, 
they are spread by droplets only during occasional 
sneezing. The real broadcasters of staphylococci 
are the hands, which have innumerable opportuni- 
ties of becoming contaminated with them. As com- 
pared to streptococci, the potentially pathogenic 
staphylococci seem to be much more dependent on 
actual contact for access to wounds, but the latter 
organisms are also much more widely distributed 
among human carriers, all of whom carry them in 
large numbers. 

Silent infections, that is, the presence of strepto- 
cocci or staphylococci in clinically clean wounds, 
both large and small, constitute another significant 
reservoir of infection. This is true both in civilian 
and in military practice. Such silent infections may 
be as frequent or even more frequent than clinical 
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infections, and they are mostly staphylococcal. 
The infecting organisms are often added after in- 
fliction of the wound, and their presence has been 
shown definitely to prolong the healing time. Epi- 
demiologically, these silent infections may be of 
even greater danger than the manifest ones because 
of the fact that they are unrecognized. A typical 
example is a small cut on the finger of the doctor 
or nurse, “which serves as an entrepreneur between 
the upper respiratory tract and the patient’s wound 
and goes into production on its own.” 

The risks of infection from each of the reservoirs 
vary with the age of the wound. In this respect, 
Miles distinguishes three types of infection. The 
first, of course, is the infection of the wound that 
takes place at the time the injury is sustained. The 
second is self-infection from the upper respiratory 
tract and the skin, and its danger is continuous 
throughout the history of the wound. Miles has 
been able to show that the wounds of those who are 
staphylococcus carriers are likely to be contaminated 
with that organism at the time of injury. The third 
is infection in the hospital, which is considered to 
be the gravest, because of the concentration of 
the reservoirs of infection and of the susceptibles. 
It is there that wounds are exposed for dressings 
under conditions highly favorable for the transfer 
of infection unless they are done under operating- 
room conditions. Indeed, from 30 to 80 per cent of 
cases become infected on hospital wards. 

The prevention of the infection that follows con- 
tamination at the time of injury is concerned with 
the “toilet of the wound” and the use of prophy- 
lactic antibacterial agents, such as sulfonamides 
and penicillin. By means of the former, the bulk of 
the infected material is removed and the conditions 
for resistance against those that remain are im- 
proved. Dressings impermeable to bacteria then 
reduce the risk of infection from the outside, except 
during inspection and dressings. 

The successful prevention of added infection 
depends on an appreciation of their source. These 
may be either air-borne or spread by contact, the 
latter probably being the more important except 
in the case of large wounds or burns. One must 
recognize that the danger from air-borne infection 
is greatest when dust is stirred up, particularly after 
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sweeping or bedmaking. It is also necessary to bear 
in mind that the ordinary procedure of changing 
a dressing is one of the methods by which a large 
number of pathogenic bacteria are discharged into 
the air. Recently the application of oily substances 
to the floors and bedclothes, to keep down the dust, 
has proved more effective in controlling infection 
than have methods of sterilizing the air. 

The risks of contact infection are well recognized 
by surgeons. They do not, however, have the same 
respect for the open wound on the ward that they 
have for the clean incision made in the operating 
room. If both these types of wounds were given 
the same consideration, Miles believes that the 
danger of hospital infection of wounds would be al- 
most completely eliminated. He cites instances in 
which an aseptic routine in handling wounds, with 
comparative neglect of the air-borne elements, 
resulted in a striking reduction in the rates of second- 
ary streptococcal and staphylococcal infection. 
In one clinic, for example, streptococcal infections 
were reduced from 31 to 2 per cent in this manner. 

Surgeons in these busy days are apt to be rather 
careless in the manner in which they handle wounds 
and dressings. If the arguments presented by Pro- 
fessor Miles are correct, much time for both the 
surgeon and the patient would eventually be saved 
by the aseptic handling of wounds. This would 
obviously necessitate a considerable change in habits 
and procedures, but it seems likely that the added 
effort would be repaid by a reduction in the inci- 
dence of secondary wound infection and, hence, by 
an increase in the rapidity of healing. 


MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON LEGISLATION 


The following letter was sent on May 2 to all 
members of the Committee on Legislation. 


E. Browne, Chairman 


Dear Doctor: 


Realizing that your own district society is probably having 
a meeting in the near future, and that you might be called on 
for a report, I am sending you this letter to bring you up to 
date on legislative affairs. 

This session of the Legislature has taken final action on 
very few bills in which we are interested, although the hearings 
on most of these bills are finished. 

House 973, a bill that we favored, requiring corporations 
organizedi'for the purpose of conducting medical schools 
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to file an annual return to the Secretary of State was finally 
enacted, being signed by the Governor on April 18. 

Senate 215 and House 762, bills either to abolish the 
Division of Occupational Hygiene or to transfer it from the 
Department of Labor and Industries to the Department of 
Public Health, were both given leave to withdraw. 

Senate 273, a bill relative to the practice of medicine by 
hospital interns, fellows or medical officers, was rewritten 
as House 1672, passed and signed by the Governor on April 4. 

Senate 54, a bill requiring physicians and surgeons to fur- 
nish written statements in certain cases, was given leave to 
withdraw on February 26; we opposed this bill. oS 

Senate 69, a bill to establish a board of registration in 
chiropractic, was rewritten as House 1738 and given to the 
Ways and Means Committee. We plan to oppose it again 
when it comes up for a hearing. 

The three osteopathic bills are House 1394 and Senate 
396 and 397. The first bill was withdrawn, but the last two 
were heard before the Committee on Education early in 
April. These bills would allow the Board of Registration in 
Medicine to accept the certificate of the National Board of 
Examiners for Osteopathic Physicians, just as they now 
accept the certificate of the National Board of Medical 
Examiners. 

All the following bills, House 754, 755, 858, 859, 860, 1014 
and 1396 and Senate 422, were proposed by adherents of 
either Middlesex University College of Medicine or the Col- 
lege of Physicians and Surgeons to break down the present 
Approving Authority law. They try to do this by repealing 
the law, postponing its effective date or making exceptions 
to it. The proponents of these bills talked for five days before 
the Committee on Public Health and for two days before 
the Committee on Education. We answered in two days 
and one day, respectively. Our side was ably upheld by Dr. 
H. C. Weiskotten, dean of Syracuse University College of 
Medicine and secretary of the Council on Medical Education 
and Hospitals of the American Medical Association, Dr. 
Lee, Dr. Bagnall, Dr. Mongan and others. What the recom- 
mendation of the committee will be, and when it will be an- 
nounced, we do not know, but it behooves.all of us to en- 
lighten our representatives and senators on the true facts 
of the situation. : 

Two more bills have been heard by the committees, but 
no report has yet been made public. These are Senate 421 
and 446. The former bill proposes that, if any hospital ac- 
cepts medical students, it must accept them from all legally 
chartered schools, and the latter would open every hospital 
to every physician. 

The members of the Committee on Public Health, before 
whom most of these bills have been heard, have been most 
patient. We have not tried to coerce anyone, but rather to aid 
them in arriving at their decisions. : 

We shall probably have to ask you again to get in touch 
with your senators and representatives regarding these 
measures which affect the health of all the people of the 
Commonwealth. 

E. Browne, Chairman 
Committee on Legislation 


DEATHS 


DUCKERING — William W. Duckering, M.D., of Dor- 
chester, died May 3. He was in his eighty-fourth year. _ 

Dr. Duckering received his degree from Harvard Medical 
School in 1898. He was formerly on the staff of the Boston 
Dispensary. He had been retired from practice for seven 
years. 

Two sisters and a niece survive. 


KING — Nathaniel C. King, M.D., of Brockton, died 
January 23. He was in his eighty-fourth year. Pies 

Dr. King received his degree from the College of Physicians 
and Surgeons, New York, in 1884. 


McCARTHY — Eugene A. McCarthy, M.D., of Bedford, 
died January 1. He was in his eighty-fifth ear. 

Dr. McCarthy received his degree from Harvard Medical 
School in 1887. 
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OBER — Ralph B. Ober, M.D., of Springfield, died 
April 13 at Sarasota, Florida. He was in his sixty-sixth year. 
Dr. Ober received his degree from Harvard Medical School 
in 1901. He served as a major in the Army Medical Corps 
during World War I. He was on the senior surgical staff at 
Springfield Hospital, having been president at one time. 
e was a fellow of the American Medical Association, a 
member of the Springfield Medical Club, New England 
Surgical Society and American College of Surgeons and a 
diplomate of the American Board of Surgery. 
is widow, a son, a daughter and two sisters survive. 


PORTER — Charles T. Porter, M.D., of Waltham, died 
April 19. He was in his fifty-seventh year. 

Dr. Porter received his degree from the a vg of 
Virginia Department of Medicine in 1912. During World 
War I, he served with the Harvard hospital unit in France 
with the British Army. He specialized in otolaryngology, was 
lecturer on otology at the Harvard Medical School and was 
associated with the Massachuretts Eye and Ear Infirmary, 
Massachusetts General Hospital, Waltham Hospital, Chil- 
dren’s Hospital, Massachusetts Women’s Hospital, Brooks 
Hospital, Cambridge Hospital and Faulkner ee He 
was a consultant at the Concord Hospital and Robert B. 
i wotee Hospital. He was a fellow of the American College 
of Surgeons and the American Medical Association and a 
member of the American Academy of Ophthalmology and 
Oto-Laryngology, American Laryngological Association, 
American Laryngological, Rhinological and Otological So- 
ciety, American Otological Society and New England Oto- 
logical and Laryngological Society. He was a diplomate of 
the American Board of Otolaryngology. 

He is survived by his widow and a daughter. 


MISCELLANY 


PASSANO FOUNDATION AWARD 
GIVEN TO DR. COHN 


On May 16 in Baltimore, Dr. Fdwin J. Cohn, professor of 
physical chemistry and head of the Department of Physical 
Chemistry, Harvard Medical School, was honored as the 
first recipient of the Passano Foundation Award, which 
carries with it an honorarium of $5000. The foundation was 
established in 1944 by the Williams and Wilkins Company, 
of Baltimore, to aid the advancement of medical research, 
especially that bearing promise of clinical application. For 
the encouragement of such research the foundation has 
established the award as one of its activities. Dr. Cohn is 
distinguished for his work on the fractionation of blood. 
Beginning in 1919 with a study of blood and blood proteins, 
Dr. Cohn’s research has progressed until it has yielded a 
spectacular group of five fractions of blood plasma, which 
hold untold promise of usefulness in medical science. Follow- 
ing the presentation of the award by Mr. Edward B. Passano, 
chairman of the Board of Directors, Williams and Wilkins 
Company, Dr. Cohn read a paper concerning the applications 
_ of his work on blood plasma to the field of clinical medicine. 


Doctors’ LAMENT 


Whatever be your station or position, 
For ’most anything that’s needed, for your work or for your 


In spite of all the freedoms that you’re fighting for today, 


play, | 
You must have a little note from your physician. 


Now if of creamery butter you’re extravagantly fond 

And its lack you find impairing your nutrition, 

To your pleas the kindly grocer will most pleasantly respond, 
if you have a little note from your physician. 


It is true that in the winter, when your living room is cold 
And the radiator never starts to hissin’, 

Coal or oil will be provided for not quite its weight in gold, 

If you have a little note from your physician. 


CORRESPONDENCE 


It may be Sunday evening and your cellar has run dry; 
For a long and frosty drink is what you’re wishin’: 

Why, it’s simple, for the druggist will replenish your supply, 
td you have a little note from your physician. 


Suppose on Friday evening that your tank is running low 
For the most entrancing week-end expedition; 

The solution’s very easy: to your ration board you go 
With a breezy little note from your physician. 


After countless hours of headache, when your income tax is 


ue, 
Since you’re ill, for time to pay you must petition, 
Yow 


e forgiven by the Bureau of Internal Revenue 
If you have a little note from your physician. 


When, at the end, you’re pleading with St. Peter at the Gate, 
After finishing with pride your earthly mission, 

Be quite certain, even then, you impatiently will wait 
For that final little note from your physician. 


ApREXIA ALGERA 


CORRESPONDENCE 


DEPRIVATION OF LICENSE 


To the Editor: At a meeting of the Board of Registration 
in Medicine held April 11, after a hearing of the case of Dr. 
Harry B. Bernstein, 100 Boylston Street, Boston, the Board 
voted to suspend his license to practice medicine in the 
Commonwealth for three months because of gross misconduct 
in the practice of his profession as shown by deceit in caus- 
ing false and misleading advertisements to be inserted in 
the newspapers. 

H. Quimsy M.D., Secretary 
Board of Registration in Medicine 
State House 
Boston 


TATOOING FOR IDENTIFICATION 


A recent confidential report from the man in charge of dis- 
laced persons for the United Nations Relief Association in 
rance, makes one sad to hear of the scores of children who 

carry no means of identification. It is almost impossible to 
know even their nationality, for some are too young to talk 
intelligently. Experiments, such as saying “Come here, dear” 
in various ee hat and showing motion pictures of certain 
countries, fail in many cases to help in finding even from 
what country the children come. Some permanent means of 
identification should be invented so that none of the children 
in the United States are lost. For soldiers, this would re- 
inforce the identification tag. It would also be useful in the 
identification of people who are killed in accidents and of 
criminals whose source of birth is difficult to pas. 

To overcome the difficulty of identifying lost people it is 
suggested that when a birth is reported, a number should be 
returned to the parents within two weeks and that this num- 
ber should be tatooed on the child during the first month of 
life. The number would probably have to start with a letter 
indicating the country of origin, and the first two numerals 
in the number could probably be used to indicate the sub- 
division of the country — in the United States, they might 
indicate a state. Various parts of the body could be used for 
tatooing, such as the buttocks, the lower back or the supra- 
pubic. region. 

If the above suggestion meets with any sppeorsls the whole 
matter should be referred to the Children’s Bureau in Wash- 
ington, where the mechanics of numbering the children and 
deciding the location for tatooing could be worked out, as 
well as the steps involved in making this a law. If the idea 
is adopted, experts in tatooing acai be trained so that this 
minor operation could be done in a cleanly fashion and with 
little discomfort to the baby. 

It is to be hoped that many other countries besides the 
United States will phoet a similar plan of identification. 

Hivsert F. Day, M.D. 
34 Kirkland Street 


Cambridge, Massachusetts 
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BOOK REVIEWS of the sympathetic system. In the endocrine system one is 
surprised at the inclusion of total thyroidectomy for heart 


The Trials and Triumphs of the Surgeon, and Other Literary 
Gems. By J. Chalmers Da Costa, M.D., LL.D. Edited by 
Frederick E. Keller, M.D. 8°, cloth, 401 pp. Philadelphia: 
Dorrance and Company, 1944. $5.00. 

Twenty-one addresses and essays of the late Dr. J. C. 
Da Costa are here collected in book form under the editorship 
of his younger colleague, Dr. F. E. Keller. The subjects em- 
brace topics in the history of medicine, controversial medical 
issues, such as vivisection, the medical education of women 
and polypharmacy, biographical sketches, eulogies and gradu- 
ation addresses. As Da Costa once said, “During my ngarly 
thirty years of membership in the medical profession, many 
truths have crystallized in my mind, some as apothegms, 
some as aphorisms, and some as epigrams’; of these he cites 
no less than fifty-four in the address before the Philadelphia 
County Medical Society that gives the title to the book. 
Charles Dickens must surely have been his literary idol, for 
he places his lance at rest and tilts against medical shams, 
hypocrisy, quackery, pretensions and fashion’ with true 
Dickensian satire and cynicism. Senior students will do well 
to expose themselves to these precepts, expressed and implied, 
and will enjoy the experience; middle-aged doctors will chuckle 
over and find relaxation in them; but it will be the thousands 
of his former students in anatomy and surgery at the Jefferson 
Medical College who will enjoy again listening to the old 
master, recalling the kindly and warmly sincere nature of 
the teacher whose words were often so caustic and devastating. 
To the younger of them will appear again the unconquerable 
spirit of the man who continued to teach from a wheeled 
chair, the victim of a painful and disabling disease. And no 
reader should miss the touching poetical tribute by a friend, 
beneath the frontispiece picture of Da Costa’s desk. 


Operations of General Surgery. By Thomas G. Orr, M.D. 
4°, cloth, 723 pp., with 1396 illustrations. Philadelphia: 
W. B. Saunders Company, 1944. $10.00. 


Dr. Orr’s purpose in pre aring this book is best” indicated 
by a sentence from his cablate, ‘A clear visualization of the 
steps in an operation is many times more instructive than 
the descriptive text.” Accordingly, he has borrowed from 
recent textbooks and from surgical monographs and current 
journals and has added adeinat drawings to a total of near] 
four thousand illustrations, a very large number of whic 
occupy the entire page. The text is necessarily brief to be 
included in the total pagination, and consists of a short de- 
scription of the anatomy of the region, of the indications for 
operation and of particular dangers and safeguards, together 
with a concise enumeration of the operative steps. 

The first three chapters constitute an introduction on the 
subject of wound healing as affected by surgical technic, the 
treatment of fresh wounds and the indications for various 
kinds of sutures. 

In subsequent chapters the critical reviewer sometimes 
finds himself not in agreement with the author’s judgment of 
relative values. Interscapulothoracic amputation is dismissed 
with two small figures showing the skin incision with but 
twenty-five lines of descriptive text, whereas depressed nipple 
is accorded: two illustrations with almost as much text. A 
whole page plate with figures of twenty-two varieties of skin 
incision for radical mastectomy and little or no expressed 
opinion concerning their respective value must be confusing 
to the uninitiated. The figures illustrating vascular ligations 
are inadequate in comparison with others, and this is particu- 
larly the case in pulmonary embolectomy. It seems out of 
proportion to devote sixteen illustrations, most of them full- 
page, to abdominal incisions. In general, the operations on 
the abdominal viscera are perhaps the most satisfactorily 
presented. It seems unfortunate that in picturing four meth- 
ods of gastrostomy Dr. Orr expressed no opinion concerning 
their relative merits, and similarly one wishes to know his 
views about the exact indications and usefulness of posterior 
In describing proximal temporary co- 

ostomy for obstruction one could wish that mention were 
made of the Miller-Abbott tube, which so often renders this 
unnecessary. The account of hernia is excellent. The dis- 
cussion of neurosurgery is limited to fracture of the skull, 
decompression and the suture and transplantation of nerves. 
There is an excellent brief analysis of the status of the surgery 


disease and angina pectoris, —a procedure that has been 
largely discarded, — and one notes in the text that in the 
operation for carcinoma of the thyroid gland “no attempt 
should be made to preserve the recurrent nerve,” whereas 
the excellent illustration on page 574 shows the nerve to have 
been carefully preserved. Congenital anomalies and the 
genitourinary and female reproductive systems are satisfac- 
torily illustrated, but one notes with regret that while the 
author states that “radical abdominal panhysterectomy in- 
cludes the complete removal of the uterus with the tubes and 
ovaries,” the six plates and descriptive text indicate that the 
tubes and ovaries have been preserved. Such discrepancies 
in a textbook are unfortunate. It could hardly be otherwise 
than that illustrations from so many sources would be of 
uneven merit, but most of them are excellent. The value of 
many is somewhat impaired by the lack of adequate labeling 
of structures. 

The exact place of this handsomely manufactured and 
—- volume in the library of the beginner and of the 
older general surgeon seems to this reviewer somewhat doubt- 
ful. He wishes that it reflected more of Dr. Orr’s great wisdom 
and personal experience. It is his opinion that in the serious 
preparation for the performance of an operation the reader 
will usually find it necessary to turn to the original mono- 
graphs and textbooks, to which this volume may be found 
to be an excellent guide. 


BOOK RECEIVED 


The receipt of the following book is acknowledged, 
and this listing must be rded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Saoill’s System of Clinical Medicine: The diagnosis, prognosis 
and treatment of disease for students and practitioners. Edited 
by E. C. Warner, M.D., F.R.C.P. Twelfth edition. 8°, cloth, 
1168 pp., with 185 illustrations and 7 ~ as Baltimore: 
Williams and Wilkins Company, 1944. $9.00. 


This twelfth edition of a standard English work has been 
oereeny revised in the light of modern advances in the 
field of clinical medicine. So much has been rewritten that 
few pages have escaped alterations, and much new subject 
matter has been added throughout the text. 


NOTICES 


ANNOUNCEMENT 


Dr. Mark F. Lesses announces the removal of his office 
from 375 Commonwealth Avenue to 371 Commonwealth 
Avenue, Boston. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Tuurspay, May 24 


Fripay, May 25 
*9:00-10:00 a.m.  Periarteritis Nodosa and Acute Disseminated 
Lupus from the X-ray Viewpoint. Dr. Merrill Sosman. Joseph 
H. Pratt Diagnostic Hospital. 
*9:00-10:00 a.m. Medical clinic. Isolation Amphitheater, Children’s 
Hospital. 
10:50 a.m. Cardiovascular Syphilis. Dr. Charles Kelly. (Post- 
raduate clinic in dermatology and prytlioher) Amphitheater, 
allory Building, Boston City Hospital. 
Saturpay, May 26 
*10:00 a.m.-12:00 m. Medical staff rounds. Peter Bent Brigham 
Hospital. 
Monpay, May 28 


*12:00 m.-1:00 p.m. 


Peter Bent 
Brigham Hospital. 


Clinicopathological conference. 


(Notices continued on page xvii) 
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